Western Michigan University

ScholarWorks at WMU
Dissertations

Graduate College

8-2021

Non-Affirmation as a Moderator Between Social Support and
Quality of Life for Transgender Populations
Michael Evitts
Western Michigan University, mevitts@gmail.com

Follow this and additional works at: https://scholarworks.wmich.edu/dissertations
Part of the Counseling Psychology Commons, and the Counselor Education Commons

Recommended Citation
Evitts, Michael, "Non-Affirmation as a Moderator Between Social Support and Quality of Life for
Transgender Populations" (2021). Dissertations. 3757.
https://scholarworks.wmich.edu/dissertations/3757

This Dissertation-Open Access is brought to you for free
and open access by the Graduate College at
ScholarWorks at WMU. It has been accepted for inclusion
in Dissertations by an authorized administrator of
ScholarWorks at WMU. For more information, please
contact wmu-scholarworks@wmich.edu.

NON-AFFIRMATION AS A MODERATOR BETWEEN SOCIAL SUPPORT AND
QUALITY OF LIFE FOR TRANSGENDER POPULATIONS

by
Michael Evitts

A dissertation to the Graduate College
in partial fulfillment of the requirements
for the degree of Doctor of Philosophy
Counseling Psychology and Counselor Education
Western Michigan University
August 2021

Doctoral Committee:
Mary Z. Anderson, Ph.D., Chair
Eric Sauer, Ph.D.
Gary Bischof, Ph.D.

NON-AFFIRMATION AS A MODERATOR BETWEEN SOCIAL SUPPORT AND
QUALITY OF LIFE FOR TRANSGENDER POPULATIONS

Michael E. Evitts, Ph.D.
Western Michigan University, 2021

This research builds upon scholarship exploring the quality of life of transgender
populations. Knowledge on quality-of-life (QOL) for transgender populations has been limited
due to the fact that most studies have focused on gender affirming medical procedures as
interventions (Nobili et al., 2018). Other protective factors, such as social support, have been
identified in the literature but have been defined in broad terms. The purpose of the study was to
better understand additional factors that promote QOL and psychological well-being, specifically
social support. It is unclear how non-affirmation of gender identity affects the protective effects
of social support for QOL. The study investigated if non-affirmation of gender identity acted as a
moderator for social support and QOL. Online survey data was collected from 167
transgender/gender-nonconforming participants living in the U.S. QOL was measured using the
World Health Organization Quality of Life Brief (WHOQOLBREF; WHO, 1998) scale.
Psychological well-being was also measured using the short version of the Depression, Anxiety,
and Stress scale (DASS-21; Lovibond & Lovibond, 1995). Non-affirmation was measured using
the Non-Affirmation of Gender Identity subscale from the Gender Minority Stress and Resilience
(GMSR) measure (Testa et al., 2015. Social support was measured using the Multidimensional
Scale of Perceived Social Support (MSPSS; Zimet et al., 1988).

Non-affirmation of Gender Identity did not moderate the positive relationship between
the social support and the quality of life domains. The results indicated mixed support for Nonaffirmation of Gender Identity moderating the negative relationship between social support and
psychological well-being. The study also explored how type and source of social support may
predict different domains of QOL and psychological well-being. The study also explored gender
identity and transition by examining the ways in which participants described their gender. The
Transgender Congruence Scale (TCS) was used to understand how participants’ perceived
congruence between their appearance and their gender identity reflected their perceived attitudes
towards medically affirming treatments, such as hormone treatment and sexual reassignment
surgery. The study serves to provide new insight in understanding quality of life for transgender
populations by investigating specific sources and types of social support and affirmation. The
study also offers additional insight in understanding gender identity and transition by
highlighting the diversity of gender identities in the sample, making recommendations for
research that allows flexible methods for participants to indicate gender identity. By
understanding gender identity as fluid instead of a fixed category, the findings of this study offer
additional insight in evaluating the role medically affirmative treatment has in the quality of life
for transgender populations.
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CHAPTER I
INTRODUCTION
A recent meta-analysis reported that transgender populations are burdened by a wide
range of negative health outcomes (Reisner et al., 2016). This includes poor mental healthcare,
poor sexual and reproductive healthcare, substance use, violence, victimization, stigma and
discrimination. Such outcomes have been reported to compound, resulting in negative
psychological consequences that include high rates of depression and risk for suicide (Grant et
al., 2011; James et al., 2016).
A recent report from a network of researchers on transgender health calls for more
research investigating factors that promote resilience and positively influence transgender
quality-of-life (Bockting et al., 2016). Knowledge concerning quality-of-life (QOL) for
transgender populations has been limited due to the fact that most QOL studies of transgender
samples have focused on gender affirming medical procedures as interventions (Nobili,
Glazebrook, and Arcelus, 2018). Although other protective factors, such as social support, have
been identified as important in the literature, they have not been explored in depth. While
research has suggested that support from family, friends, and significant others are additional
protective QOL factors, it is unclear whether the positive impact of these sources of social
support is dependent upon their specific provision of social affirmation for gender identity
(Glynn et al., 2016) . In order to respond to the call for more research on quality of life for
transgender populations, the present study further investigates the role of social support, and
social (non-)affirmation on quality of life (QOL).
This chapter provides important background information for transgender populations and
core issues related to their QOL. Throughout the chapter and this dissertation, the words “client”
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and “patient” are used interchangeably. Patient is used specifically when citing research that used
that term to refer to their sample in order to be specific, while client is used primarily to refer to
transgender populations in clinical practice. The purpose of distinguishing these terms is to
acknowledge that although “patient” is often used in medical research to refer to consumers of
healthcare, the profession in which the term is used also has a history of pathologizing
transgender indivduals (MacKinnon, 2018). Thus, client will be utilized throughout the paper,
the exception being for specificity in citing research papers that use the term “patients.” The first
section provides a brief overview of terminology currently used in understanding transgender
populations and their lived experiences. An overview of different transgender identities will also
be discussed, specifically transgender women, transgender men, and non-binary individuals. In
addition, the history of transgender populations and how psychologists have previously
conceptualized them in clinical practice will be reviewed. An overview of risk factors such as the
mental health status of transgender populations provides a broader understanding of factors that
impact their QOL. The impact of transgender related stigma for transgender populations is also
reviewed. Transgender related stigma will be viewed through a minority stress lens. The
literature on resilience for transgender populations will also be reviewed. The chapter concludes
by reviewing standards of care (Coleman et al., 2012) for transgender populations and critiquing
its limitations.
Current Terminology
Transgender is an umbrella term that describes people whose gender identity and
expression differ from their sex assigned-at-birth (McNamara & Ng, 2016). It also refers to an
individual’s gender identity that differs from the cultural expectations about congruence between
gender and biological sex. Someone who is assigned a male sex-at-birth and identifies as female
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is a transgender woman. Someone who is assigned a female sex-at-birth and identifies as male is
a transgender male (American Counseling Association, 2010). There are also gender identities
that are not exclusively male or female and for these individuals, they may use the term nonbinary to describe their gender identity (James et al., 2016). Non-binary also refers to individuals
whose gender identity may include more than one gender, such as agender, bigender, or
genderfluid (Matsuno, 2019). Genderqueer or gender-nonconforming (GNC) is an adjective used
as an umbrella term to describe gender expression or identity that differs from gender norms
(American Psychological Association, 2015). Transgender/Gender-nonconforming (TGNC)
refers to people who are transgender or gender nonconforming. People whose sex-at-birth aligns
with their gender identity are referred to as cisgender (Factor & Rothblum, 2017). Transgender
as a term may also include crossdressers, drag kings and queens, masculine women, feminine
men, and agender people (Herman, 2015).
The term transsexual was an older term medical professionals used to refer to individuals
who changed their physical appearance via surgery so that it matched their gender identity
(Benjamin, 1966; Janssen & Leibowitz, 2018; Schilt & Lagos, 2017). Benjamin (1966)
conceptualized transsexualism from a medical perspective in which the physical body of a
[transgender] individual was a source of distress and dissatisfaction as they felt that they wished
to be and function as a gender different from their sex-at-birth. Although Benjamin’s medical
conceptualization of transgender identities emphasized a binary-gender model, it challenged the
psychopathological conceptualization used by psychologists, and psychiatrists who argued at that
time that treatment for transsexualism should solely be psychotherapy (Rosqvist, Nordlund, and
Kaiser, 2013). Another previously used term was “transgendered” (Devor, 2004). However, this
problematic term conceptualized transgender as something that happened to a transgender
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individual rather than referring to their identity (Moradi et al., 2016). The terms transgenderism
and transsexualism were used in the 20th century as descriptors for people who violated cultural
norms related to gender categories (Bevan, 2015).
Current broad use of the term “transgender” is intended to be inclusive for a variety of
gender-variant identities. It also is used as a political term to address how gender nonconformity
faces oppression based on the hierarchical way gender is socialized from a binary perspective.
Societal norms continue to assign gender implicitly based on the binary categories of male or
female, forcing individuals to behave in gendered norms based on masculine or feminine traits in
order to be accepted.
For transgender individuals whose gender identity does not match with their sex-at-birth,
their gender is defined as incongruent (Winter et al., 2016). Gender incongruence can be social,
in which a transgender individual’s identity is not recognized by others. As an example, someone
may refer to a transgender individual using incorrect pronouns, such as using “he” to describe a
transgender woman. This mis-classification of a transgender individual’s gender identity is
described as mis-gendering (McLemore, 2015). Gender incongruence can also be physical in
regards to the incongruence between gender identity and primary or secondary sex
characteristics. The discomfort or distress experienced by gender incongruence is referred to as
gender dysphoria. Similar to incongruence, gender dysphoria can be experienced in both social
and physical contexts. In order to reach congruence, many transgender individuals desire to
transition (James et al., 2016). Transitioning is a process in which a person makes changes to live
as their gender identity. Transitioning can include modification of one’s physical characteristics
via surgery or hormone treatment. It can also be a social process in which the identified gender is
lived via social interaction (Pepper & Lorah, 2008).
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Transgender Identities
It has been argued that transgender populations have existed for centuries. Bevan (2015)
discussed numerous accounts of people living outside of the binary gender category throughout
history. Earliest accounts date back to the Copper Age (2900 to 2500 BCE), in which a male was
buried in a fashion traditionally meant for females. Likewise a female was buried in a manner
that was traditional for men, suggesting that gender was not a fixed binary category within this
period. In North America, Native cultures commonly had three gender categories, two based on
sex-at-birth and a third for males assuming a feminine gender role. Other tribes had a fourth
category for women assuming masculine gender roles. Many tribes followed the two-spirit
tradition in which children were encouraged to behave in a variety of ways across different
gender categories. For instance, a child may have been taught the skills of a warrior and how to
weave, traits that were traditionally assigned to different gender categories.
While growth in public understanding of transgender populations has been recent,
transgender populations have existed worldwide and terminology continues to evolve in
describing different experiences of gender identity (Redfern, Barnes, & Chang, 2016; Reisner et
al., 2016). Although transgender is a broad term, multiple transgender identities exist under the
umbrella term. Such identities include transgender women, transgender men, and gendernonconforming individuals. Each subpopulation has experiences that are unique from others.
Transgender women. The majority of research on transgender populations has focused
on the experiences of transgender women (Moradi et al., 2016), also referred to as transwomen.
Authors have reported that transgender women have explored their identity by wearing feminine
clothing, some having done so early in their adolescence (Pinto, Fumincelli, Mazzo, Caldeira, &
Martins, 2017). Internal discomfort with incongruence has reportedly been described as having
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been accompanied with distress, confusion, sadness, and anger as transgender women struggled
with their socially scripted gender identity aligned with their sex-at-birth (Mullen & Moane,
2013). Some transgender women reported that the experience left them feeling helpless as they
could not resolve the feelings of incongruence. For some, the experiences of depression and
isolation were so strong that suicidal ideation emerged. Dressing in feminine clothing was seen
as a positive alternative for some transgender women. Transgender women have reportedly
cross-dressed in private or public depending on how safe they perceived their environments to be
towards their gender expression.
Although changing physical characteristics may have been important for some
transgender women, such a transition has not been limited to hormones or physical sexual
characteristics (VanOra & Ouelette, 2009). Transitioning has also included mannerisms, values,
and morals aligned with how one lives as their gender. Transgender women have identified
various ways to express their identity to reduce dysphoric feelings. However, additional distress
has also been reported as a result of identity expression, stemming from discrimination, stigma,
and victimization (Grant et al., 2011). It is apparent that transgender women’s mental health may
be negatively impacted by both the internal discomfort they feel from incongruence and also
distress from stigmatization of their gender identity. It is necessary to further explore how both
sources of distress impact transgender women’s QOL.
Transgender men. The body of literature on transgender males, also referred to as trans
men, has been smaller in comparison to transgender women. Some researchers have attributed
this to misclassifying different identities, with female-to-male transgender individuals and
women who cross-dress as being confused for the same identity, a misconception dating back to
the 1950s (Lev, 2007) . Existing research suggested gender norms for individuals socialized as

6

female affected transgender men (Brown et al., 2016). For example, Brown et al. (2016) reported
that transgender men in their sample felt distressed at the age of puberty in which breast
development and menstruation began. While the majority of participants identified as lesbian
women prior to identifying as men, they also reported feeling excluded from the LGB
community. Participants described being accused of “betraying” lesbian women by transitioning.
Butch-femme communities have offered support by celebrating masculine women, but have been
perceived as harmful for transgender men once they identified as men (Lev, 2007).
Other unique experiences for trans men have reportedly followed their transitionary
process. Some transgender men have also reported experiencing “more privilege” upon post
transition such as higher job performance ratings (Schilt, 2006). Others have reported that people
were less likely to dismiss them after transitioning (Baker, 2018). Transgender men were hesitant
to embrace such privilege without advocating for others. Other transgender men reported being
accepted in male circles, yet they preferred the company of women due to the former’s sexist
attitudes (Brown et al., 2016). The pressure to conform to rigid gender norms has also been a
burden for transgender men (Tree-McGrath et al., 2018). A qualitative sample reported feeling
pressure to conform to cisgender norms of masculinity such as dominance, emotional
insensitivity, and entitlement. Some reported feeling pressure from other transgender males,
emphasizing the pervasive nature of gender norms. Although transgender men experience
significant distress and rejection prior to transitioning into their identified gender, their
experiences struggling with newfound “male privilege” and stigma from some LGB
communities support the need for further empirical research in capturing their experiences.
Non-binary identities. As understanding of gender identity continues to expand, some
individuals have identified their gender beyond the male or female binary. Non-binary/GNC
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individuals have experienced stigma and insensitivity to their identity even from clinicians who
identified as competent in working with transgender populations. Lykens and colleagues’ sample
reported clinics that used intake forms that offered no choice to indicate their non-binary
identities. Other participants reported their healthcare providers made assumptions that nonbinary patients wished to transition into an “opposite” gender as male or female. Such treatment
resulted in some participants avoiding gender related healthcare altogether.
Non-binary individuals have reportedly felt discomfort as soon as childhood (Fiani &
Han, 2018). For some, distress worsened once puberty was reached. The discomfort in
conforming to gender scripts subsided for non-binary individuals as they explored and defined
their own gender identity. In addition, some believed medical transformative surgery or hormone
treatment was important in continuing to express their identity. Barriers specific to non-binary
individuals included feeling excluded from transgender communities who acknowledged gender
as a binary construct, other people imposing a gender identity that was different from their nonbinary identity, family refusing to acknowledge their identity, and trouble with romantic
relationships. Broader systemic issues included a lack of safety in public spaces, such as
bathrooms that are not unisex. Additionally, the apparent lack of non-binary figures in media has
reportedly been frustrating for non-binary individuals. Non-binary individuals have expressed a
desire for public role models that would have been helpful in their education of their own gender
expression. Non-binary identifying individuals who aligned on a more masculine or androgynous
spectrum were also burdened by being asked questions by strangers, staring, or having their
gender identity misclassified (Tree-McGrath et al., 2018). Research on non-binary populations is
nascent, but existing literature suggests that they face a variety of stressors in which binary
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gender identities are imposed on them or they struggle to interact in environments that
acknowledge only male or female identities.
These non-affirming experiences of their gender identity are unique from transgender
men and women, and require careful evaluation in order to avoid over-generalizing non-binary
experiences to transgender men and women.
Transgender Risk Factors
The discourse for transgender identities in the U.S. has historically been negative, dating
as far back as the 1850s in which multiple city ordinances prohibited citizens from dressing in a
manner that was incongruent with their sex-at-birth. Psychologists’ early clinical understanding
of transgender identity was conceptualized under the category of Psychosexual Disorders in the
Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric Association,
1980). In the fourth revision of the DSM, the term was changed to Gender Identity Disorder
(GID) and remained under the sexual disorders category (American Psychiatric Association,
1994). This pathologized lens led healthcare providers to focus primarily on medical
interventions despite the absence of empirical support for this clinical practice (Fraser &
Knudson, 2017). Much of the support for medical intervention was based on narratives from
clients, which was based on a binary gender framework. In order to undergo sexual reassignment
surgery, a patient had to commit to three months of psychotherapy before starting hormone
treatment and six months before undergoing surgery. Medical treatment could not proceed
without this process, making it a barrier to affirmative care.
Revisions in the standards of care (SOC) for transgender populations introduced
terminology to emphasize the distress transgender individuals experience with an incongruent
identity by defining it as gender dysphoria (Fraser & Knudson, 2017). This specification shifted
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gender identity itself from being conceptualized as a disorder. Additionally, the revised
definition of gender dysphoria expanded to include non-binary identities. It was argued that nonbinary individuals were pressured to conform to a binary society, facing additional barriers from
medical and legal institutions in order to transition to an identity that was authentic for them.
Although the literature indicated that gender dysphoria and incongruence were challenges for
many transgender individuals, literature also revealed that gender identities vary and the
transition process was not monolithic (Devor, 2004; Sevelius et al., 2016). Furthermore, the
aforementioned research suggested that transgender populations were burdened by additional
risk factors unrelated to dysphoria that negatively impacted their QOL. These additional risk
factors include socio-contextual barriers, mental health concerns, and discrimination.
From Grant and colleagues’ (2011) national report of 6,456 transgender individuals living
in the U.S., participants reported struggling with numerous barriers based on transgender
discrimination. Reported barriers included 15% reporting a household income less than $10,000
per year, 14% reporting unemployment, and 19% of the sample reporting being homeless at one
point in their lives. For the respondents who had reported homelessness at one point in their
lives, 55% had been denied access to a homeless shelter due to discrimination based on their
transgender identity. With regards to unemployment, 26% of the national sample reported losing
a job due to discrimination of their transgender identity.
The results of poverty and barriers to employment have reportedly forced some
transgender individuals to seek alternative means of income. Such alternatives have included
underground economies for survival, such as sex work or selling drugs (James et al., 2016;
Mock, 2014; Sausa, Keatley, & Operario, 2007). Transgender sex workers reported other risks
including intimate partner violence, sexual assault, and HIV transmission due to unprotected sex
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(Herbst et al., 2008; James et al., 2016; Nuttbrock & Hwahng, 2017; Sausa et al., 2007). Such
practice has often been due to clients pressuring transgender sex workers to engage in
unprotected sex. These risks were higher for transgender women of color, who reportedly
suffered higher rates of unemployment, denial of public housing, and victimization compared to
white transgender women (Grant et al., 2011; Nemoto, Cruz, Iwamoto, & Sakata, 2015; Sausa et
al., 2007). For example, James et al., (2016) reported that unemployment rates among
transgender people of color (20%) was four times higher than the U.S. unemployment rate (5%).
The barriers to housing and employment that transgender populations experience highlights their
marginalized status as these barriers have excluded them from resources available to the general
population and as a result, compromise their health and well-being (Winter et al., 2016).
As a result of their marginalized status, transgender individuals have been burdened by
severe negative mental health concerns including depression, anxiety, and non-suicidal and
suicidal self-injury (Grant et al., 2011). Approximately 41% of the national sample of
transgender respondents reported attempting suicide compared to 1.6% of the general population.
This trend has not improved over time as a more recent national U.S. sample of 27,715
transgender participants indicated that 40% had attempted suicide at some point of their lives
(James et al., 2016). Further, 7% of this more recent sample reportedly attempted suicide within
the past year, greatly exceeding the rate (0.6%) for the U.S. population in general.
Research on a community-based sample of transgender men and transgender women
reported that experiencing physical or sexual violence (adjusted odds ratio = 4.18, p <.001),
transgender-related discrimination (adjusted odds ratio = 2.09, p < .05) and plans to transition
(adjusted odds ratio = 2.85, p <.01) were factors that increased the likelihood of lifetime suicidal
ideation (Rood et al., 2015). In comparison with a sample of cisgender gay, lesbian, and bisexual
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participants, transgender women and transgender men reported more symptoms of depression,
anxiety, and stress, and less perceived social support (Warren et al., 2016). Cisgender and
bisexual participants reportedly had mean depression scores at 12.82, mean anxiety scores at
9.24, mean stress scores at 14.97, and mean perceived social support scores at 44.72. Trans
women reportedly had mean depression scores at 20.27, mean anxiety scores at 12.81, mean
stress scores at 18.04, and mean perceived social support scores at 38.44. Trans men reportedly
had mean depression scores at 16.60, mean anxiety scores at 11.66, mean stress scores at 18.29,
and mean perceived social support scores at 41.10. Other researchers (Bockting, Miner,
Swinburne Romine, Hamilton, & Coleman, 2013) reported disproportionately high rates of
depression (44.1%), anxiety (33.2%), and somatization (27.5%) for a cross-sectional sample of
transgender men and women ( N = 1093), these percentages reflected the sample of participants
who scored above the 90th percentile on the Brief Symptom Inventory (Derogatis, 2000) based
on norms developed from a community sample of 605 men and 517 women.
As stressful as the experiences of homelessness, poverty, and unemployment are for
transgender individuals, transgender populations face an additional stressor related to
stigmatization. The national report on transgender populations in the U.S. described transgender
stigma as a unique form of distress that impacted psychological health due to experiences of
rejection, isolation, and victimization (Grant et al., 2011; Testa, Habarth, Peta, Balsam, &
Bockting, 2015). Transgender men and women reported experiencing harassment and
discrimination from coworkers, members of religious communities, healthcare providers,
strangers, and casual acquaintances (Factor & Rothblum, 2007). Transgender men and women
also reported experiencing threats and actual attacks of physical violence. A comparison study of
transgender and cisgender adults also identified disproportionately higher rates of childhood
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abuse (54.8% vs 19.5%), experienced intimate partner violence (25.8% vs 12.7%), and
victimization (74.2% vs 38.9%) in adulthood for transgender individuals (Reisner, White,
Bradford, & Mimiaga, 2014). Of the sample of 6,450 transgender participants, 78% reported
being harassed while attending kindergarten through grade 12, with 35% reporting physical
assault and 12% reporting sexual violence (Grant et al., 2011). The authors also reported that
15% of participants left K-12 school due to harassment. Harassment and abuse also occurred in
the workplace, with 90% of the participants in the national report experiencing harassment or
mistreatment at work, including verbal harassment, breaches of confidentiality, and physical or
sexual assault. Violence and harassment were also reported to occur in healthcare settings.
Twenty-eight percent of respondents from the national sample reported experiencing verbal
harassment in a doctor’s office and 2% reported being physically attacked in a doctor’s office.
These findings from multiple studies highlight the complex ways stigma can impact the
psychological well-being for transgender individuals (Reisner et al., 2016).
Transgender related stigma should not be examined in isolation, as other forms of
oppression may exist related to race and gender. Different subgroups of transgender populations
experience harassment and discrimination that is unique from other transgender individuals.
Researchers have reported that transgender women had the highest reported symptoms of
depression (20.27) and anxiety (12.81) compared to transgender men (Depression = 16.6;
Anxiety =11.66) and gender-nonconforming participants (Depression = 13.8; Anxiety = 11.68;
Warren et al., 2016). In terms of employment, transgender women reportedly had higher odds
ratios (OR = 0.461) of being out of the labor force than transgender men (OR = -1.271; Leppel,
2016). Odds of unemployment were higher for Black transgender women ( OR =.621) than nonBlack Transgender women (Asian/Pacific Islander OR = -0.093; American Indian/Alaska Native
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OR = 0.309; Hispanic OR = 0.107). The odds of unemployment were also higher for Hispanic
transgender men (OR = .644) compared to non-Hispanic transgender men (Black OR = 0.387;
Asian/Pacific Islander OR = -0.050; American Indian/Alaska Native OR = -0.281). It has been
suggested that after transitioning to their identified gender, transgender women may lose
privileges associated with their sex-at-birth (Schilt & Wiswall, 2008). Schilt and Wiswall
reported that prior to their transition process, many transgender women had no difficulty fitting
in with work places that valued traditionally masculine skills but noted drastic changes in
treatment after transitioning to women. Such changes included harassment or termination from
employment. Further stigma for nonconformity with male gender norms was reported in a U.S.
sample of transgender participants, in which higher sense of felt stigma was negatively
associated with disclosure of one’s gender identity for transgender women (Bockting et al.,
2013). Such felt stigma included consciousness of trans-stigma such as being aware that people
have more transphobic thoughts than they actually express and being aware that people have
problems viewing transgender people as equals. In the same sample, being a transgender person
of color and having less income was associated with more types of discrimination or enacted
stigma, such as verbal abuse, physical abuse, denied or lost housing, and being arrested.
In summary, it is evident that poor mental health can be attributed to numerous systemic
barriers for transgender individuals, including joblessness, poverty, and homelessness. Many of
these barriers have been linked to discrimination of transgender identities. Barriers to financial
independence and basic care may have exacerbated life challenges faced by transgender
individuals who were already burdened by distress from gender dysphoria. Although the
literature indicates discrimination for all individuals identifying as transgender, the experience
has not been universal across each transgender identity for transgender women, transgender men,
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and non-conforming or genderqueer individuals. Much of the research has focused on the
experiences of White transgender women. The previous national survey (Grant et al., 2011)
indicated additional stigma faced by transgender people of color while other research highlighted
differences in employment dependent on gender and race (Leppel, 2016). Despite the minimal
amount of research on transgender people of color, researchers must consider their unique
experiences to better understand the impact of stigma on this subgroup and avoid assimilating
their experiences with White transgender women. While it is important to understand multiple
forms of stigma affecting transgender populations, it is also important to examining how
transgender individuals respond to stigmatization. Minority Stress Theory (Meyer, 1995)
provides a useful lens for understanding the effects of stigmatization. While it is important to
understand stigma for transgender populations, it is also important to understand factors related
to their resilience to stigmatization as well. A review of resilience literature for transgender
populations follows.
Minority Stress
Due to the negative impact of transgender-related stigma, transgender individuals engage
in a variety of behaviors to cope with such stigma. As a result, this may impact their access to
healthcare and other basic needs. Reviewing Minority Stress Theory (Meyer, 1995) provides
additional understanding of the previously reviewed literature in regards to how transgender
individuals cope with stigma and discrimination.
Minority Stress Theory was developed in order to better understand the impact stigma
and discrimination had for gay, lesbian, and bisexual individuals (Meyer, 2003). Core concepts
in the theory include enacted experiences of discrimination and stigmatization based on an
individual’s marginalized status and internal or felt experiences of stigma or discrimination. Both
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enacted and internal experiences of discrimination are distressing and are conceptualized as
minority stress. Internalized stigma is an important concept in this theory, as it focuses on
expression of negative societal beliefs towards the self. Even if an individual accepts their
identity, stigma from society is so pervasive that internalized stigma can still affect the
individual. Both enacted and internalized stigma results in hypervigilance and anticipation of
further stigma (Meyer, 1995). Such anticipation results in chronic stress as a function of attempts
to avoid discrimination.
Under minority stress theory, minority stressors are divided into two main categories:
Distal and proximal stressors (Meyer, 2003). Distal stressors are defined as negative experiences
that do not depend upon the perception of the individual in order to cause an adverse effect. An
example would include being treated poorly by others due to perceived (and not necessarily
actual) membership in a stigmatized social group. As an example, a man who wears fingernail
polish and is accused of being transgender would be described as experiencing a distal stressor,
regardless of whether or not he identifies as transgender. The stressor is imposed upon the
individual from outside social agents. This contrasts with proximal stressors, which occur as a
function of believing (accurately or inaccurately) that one’s minority identity precipitates the
negative, stressful event. It is a form of stress that occurs due to internal thoughts or feelings. An
example of a proximal stressor would include being concerned that one will be treated poorly or
socially rejected if one reveals their gender identity. If a transgender individual internalizes the
negative messages promulgated by society, then such messages are also seen as a form of
proximal stress. (Meyer, 2003).
Studies have investigated minority related stress for transgender populations (e.g.
Bockting et al., 2013; Budge, Katz-Wise, Tebbe, Howard, Schneider, & Rodriguez, 2013;
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Herman, 2013; McLemore, 2015; Rood et al., 2017). Bockting and colleagues investigated the
relationship between psychological distress and both enacted and felt stigma. Enacted stigma
was defined as actual experienced rejection and discrimination while felt stigma was defined as
perceived or anticipated negative evaluations by others. Psychological distress was found to be
associated with enacted and felt stigma for a sample of transgender men and women in the U.S.
(Bockting et al., 2013). Support for the link between transgender related harassment and negative
mental health was found in another study in which depression fully mediated the positive
relationship between harassment and rejection, and suicidal ideation (Trujillo, Perrin, Sutter,
Tabaac, & Benotsch, 2017). For transgender participants who reported being mis-gendered,
participants who also felt stigmatized reported feelings of shame, while frequency of being misgendered without feeling stigmatized was unrelated to shame (McLemore, 2015). The impact of
negative messages from the media also reportedly influenced the internalized stigma of
transgender and gender nonconforming individuals, with many of them expressing shame,
feeling that they were a burden to others, and feeling undeserving of love (Rood et al., 2017).
Internalized stigma also influenced some respondents to delay their transition process.
Transgender individuals who reportedly were in pre-transition and during-transition phases
stated feeling high amounts of distress as a result of anticipated rejection from friends and family
members in reaction to disclosure of their transgender identity (Budge, Katz-Wise, et al., 2013).
Continued harassment and threats have also forced transgender individuals to remain constantly
vigilant in examining their safety (Stewart, O'Halloran, & Oates, 2017). For some people, such
vigilance resulted in being afraid to leave their homes. Grant and colleagues (2011) reported
transgender individuals avoided discrimination by postponing or avoiding medical treatment
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when sick or injured, delaying medical care, and delaying their transition process to avoid
discrimination in the workplace.
Looking specifically at the experiences of transgender women of color, researchers
reported that transphobic ( OR = 1.03) and racist ( OR = 1.03) events were independently
associated with increased odds of depression symptoms and that the odds for depression were
greater when both forms of discrimination were combined, ( OR = 3.19; Jefferson, Neilands, &
Sevelius, 2013). For instance, Black transgender individuals reportedly had higher rates of being
denied housing than White transgender individuals (Grant et al., 2011). In addition to higher
rates of job loss than White transgender populations, Black and Latino transgender individuals
reportedly had higher rates of being denied healthcare due to bias. The additional barriers to
employment and financial resources resulted in higher rates of sex work for Black transgender
individuals at 44% compared to 6% for White transgender individuals. Police harassment and
assault due to bias were reportedly highest for Black transgender individuals, with 38% reporting
being harassed by the police and 15% reporting being physically assaulted by the police. These
percentages were higher compared to the percentage of all transgender participants who were
harassed (22%) or physically assaulted (6%) by police. In the 2015 report for transgender
populations in the U.S., Black (15%), Middle Eastern (13%), American Indian (12%), multiracial
(8%), and Latina (7%) transwomen were more likely to interact with police who thought these
women were doing sex work compared to the overall sample (2%).
The discrepancies in accessibility of resources and harassment from police officers reflect
additional stressors for Black and Latino populations as part of the ongoing system of racial
oppression in the U.S. (Alexander, 2010). Researchers reported that Black transgender
individuals had higher incarceration rates due to gender identity expression than White
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transgender individuals (Grant et al., 2011; Reisner, Bailey, & Sevelius, 2014). Black (41%) and
Latino/a (21%) transgender participants reported being held in a jail cell due to their gender
identity/expression more frequently compared to the overall sample (7%; Grant et al., 2011).
Sentence length was also higher for Black transgender individuals, with 47% receiving under six
months, 18% receiving six months to a year, 14% receiving one to three years, 6% receiving
three to five years, 10% receiving five to ten years, and 5% receiving ten or more years. This
length was shorter compared to the length of incarceration reported by all who went to
jail/prison, with 81% receiving under six months, 8% receiving six months to a year, 6%
receiving one to three years, 2% receiving three to five years, 3% receiving five to ten years, and
1% receiving ten or more years. While it is important to consider the impact of transgender
minority related stress, the majority of literature on transgender issues has been based on
predominately White samples, failing to capture the impact of racism on transgender women of
color (Bockting et al., 2013; Sánchez & Vilain, 2009; Singh, 2013). Gender identity-based
discrimination has not replaced racial discrimination, rather it acts as a unique barrier for
transgender people of color (Erich et al., 2010).
Researchers’ attempts at capturing the experiences of transgender individuals of multiple
marginalized status have been limited, leading to the decision to collapse multiple identities into
one category, such as race (Puckett et al., 2017; Tebbe & Budge, 2016). Puckett and colleagues
(2017) investigated barriers to gender-affirming care and created a dichotomous variable for
race/ethnicity in which Asian, Black/African American, Latino(a), and Multiracial were all
categorized as “participants of color.” The total sample size for participants of color was 52
compared to 202 White participants. Authors reported that there was no association between
race/ethnicity and participants who provided a written response describing barriers to care. The
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authors were careful to discuss the limitation of their predominately White sample. However by
stating that no association was found, the findings may be misinterpreted to assume that barriers
to care were universal across race/ethnicity. Although recruitment efforts for transgender people
of color may result in insufficient sample sizes to make comparative analyses, it is important for
researchers to attempt to investigate both common and unique experiences for transgender
individuals across race. Researchers have recommended exploratory analyses as a way to address
some of these issues (Cole, 2009). Such analyses focuses on interpretive qualitative methods to
understand the differences and similarities among groups in regards to race, gender, and sexual
orientation.
Existing research supports the application of minority stress theory to transgender
populations. Consistent with the theory, fear of rejection and shame appear to be proximal
stressors linked to psychological distress. Anticipated stigma may be so threatening that
transgender individuals might rely on avoidant coping mechanisms for protection. Such
avoidance may be to their detriment, particularly if those who desire hormone treatment or
surgery avoid visiting healthcare professionals in anticipation of discrimination or stigma. As
research on minority stress for trans populations grows, it is important that researchers
investigate how minority stress manifests for trans people of color. Both national reports (Grant
et al., 2011; James et al., 2016) on trans populations in the US report higher rates of incarceration
and harassment from police officers for trans people of color. If minority stress is meant to
capture distress from perceived discrimination, then racism must also be included in future
research as it continues to be studied. Given the complexity of barriers to improving the health of
transgender populations, guidelines have been established to support professionals in providing
quality care for transgender populations.
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Resilience
Although transgender populations face a multitude of sociocontextual barriers, it is also
important to highlight demonstrated areas of strength and resilience. In order to understand
quality of life and psychological well-being, resilience is also an important factor related to
transgender populations’ overall health (Colpitts & Gahagan, 2016). Resilience factors are
argued to be protective of several health risks, while focusing on risk-based factors tends to focus
on individual-level health issues. Resilience for LGBTQ populations has been conceptualized as
being compensatory, where resilience factors are associated with positive outcomes. Resilience
has also been conceptualized through a protective model, in which resilience factors buffer the
relationship between risk and outcome. The literature on resilience for transgender populations
continues to grow and is an important facet to understand as it relates to QOL from a strengthsbased perspective.
Resilience for transgender individuals has reportedly manifested through a variety of
strategies. Twenty one transgender individuals were interviewed about general resilience
strategies they relied on throughout their lives; resilience was defined as overcoming difficult
times and experiences (Singh et al., 2011). Each participant reported that using their own words
to define their gender identity was one way to cope with discrimination. This strategy was
perceived as helpful as it allowed participants to resist traditional binary definitions of gender.
Embracing self-worth was also identified as a resilience factor. Authors suggested that positive
belief in oneself was a way to cope in a transphobic world. Believing in one's value as a human
being strengthened a positive sense of self and also developed assertiveness in self-advocacy.
Although transgender populations face many oppressive barriers, participants reported that
awareness of oppression they faced served to help them identify negative messages about
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transgender identities. Participants felt that by identifying such messages, the negative messages
were not internalized. Cultivating hope about one's future was also reported to be a resilience
strategy, in response to experienced transgender discrimination. This was something that could
be developed over time and could be used in a variety of settings when they faced
discrimination. Finally, social advocacy in communities was also described as a resilience factor
either by engaging in activism or being exposed to the activism of others. Inspiration for others
has been identified as another way to cope against oppression. Singh and colleagues’ study
highlights a variety of resilience factors that can be learned over time by transgender individuals,
with many of these strategies able to be developed internally. For instance, using one’s own
words to define their gender identity, awareness of oppression, and cultivating hope about the
future are resilience strategies that could be learned without the help of external support from
friends, family, or mental health clinicians.
One study that seemed to fit in accordance with the compensatory model, examined
childhood factors that predicted happiness in adulthood for a sample of 523 LGBTQ participants
(Greene & Britton, 2015). Authors measured factors related to childhood affirmation,
specifically self-compassion and personal mastery. Self-compassion was defined as one’s ability
to manage feelings of suffering with warmth, connection, and concern. Mastery was defined as
the degree to which one believes life chances are under their personal control. Self-compassion
and its relationship with subjective happiness for transgender individuals were argued to be
important given numerous environmental stresses related to stigma experienced by the
population. Mastery was argued to provide evidence of an individual’s ability to manage distress
and considered crucial for LGBTQ resilience. Authors measured early memories of warmth and
safeness during childhood, self-compassion, and personal mastery. Authors measured also
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measured self-compassion. The outcome measure was subjective happiness. Multiple regression
analysis resulted with childhood warmth (b = .03, p <.01), self-compassion (b = .21, p<.001), and
personal mastery (b = .63, p <.001) being statistically significant positive predictors of subjective
happiness for LGBTQ participants. Authors explored indirect effects and reported that the
relationship between childhood affirmation (b = .155) and happiness was mediated through selfcompassion (b = .209). In other words, participants with affirmative childhoods experienced
greater self-compassion, which was associated with greater subjective happiness. Authors also
suggested that since personal mastery had the highest contribution in the regression model
predicting happiness, that this finding highlighted the importance of self-empowerment for
LGBTQ populations in improving psychological well-being. Although the sample of this study
included LGBTQ populations, self-empowerment, personal mastery, and childhood affirmation
are important factors that should be continued to be investigated in understanding transgender
populations.
Referring back to trans people of color who experience both anti-trans and racist stigma
(J. Follins et al., 2014; A. A. Singh & McKleroy, 2011),, factors such as embracing self-worth
and negotiation of both gender and ethnoracial oppression and pride in one's ethnoracial identity
have been indicated as resilience factors. Such factors were attributed to surviving in
environments of multiple oppressive experiences. Self-worth has been described as increasing
with access to financial and medical resources, allowing trans people of color to heal from
previous traumatic life events and/or improving their ability to cope with other life challenges
(A. A. Singh & McKleroy, 2011). Negotiation of gender and ethnoracial oppression has been
described as a resilience factor by recognizing both racial/ethnic and gender identity
discrimination. Awareness of oppression provided a language to become assertive with ones’
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boundaries. For example, raising awareness of oppression has reportedly helped trans people of
color identify ways to speak out for themselves, such as leaving abusive relationships.
The literature on resilience for transgender populations continues to expand and the
reviewed literature is just a brief overview. Resilience is associated with many different facets,
some of which include affirmation during childhood and others included the power of using
one’s own words to define their identity. Such factors require continued research in identifying
resilience as a predictor of QOL. The purpose of this section was to highlight strengths of
transgender individuals. As will be discussed in reviewing the Standards of Care (SOC) for
transgender populations in the next section, much of the research on their QOL focuses on how
to improve QOL through medical affirmation. Although medical affirmation is important in
understanding QOL for transgender individuals, it is also important to consider factors related to
pride and resilience to capture a more holistic picture of their experiences.
Standards of Care
The World Professional Association for Transgender Health (WPATH) has established
Standards of Care (SOC) meant to be global guidelines for practitioners to promote the QOL of
transgender populations (Coleman et al., 2012; Fraser & Knudson, 2017). Current standards
include guidelines for diagnostic impressions, medical and psychological treatment, and referrals
for treatment of gender dysphoria. The SOC clarify that while not all transgender individuals
experience gender dysphoria in their lives, for those who do, dysphoria can be alleviated through
medical transition related care, such as hormone treatment and surgery (Coleman et al., 2012).
SOC treatment options include hormone therapy to feminize or masculinize ones’ body, surgery
to change primary and/or secondary sex characteristics, psychotherapy to explore gender identity
expression, and changes in gender expression with a transgender individual living as their
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identified gender. Feminizing or masculinizing hormone treatment induces physical changes in
an individual’s body that aligns with their gender identity. Sex reassignment surgery (SRS)
involves the modification of one’s primary and/or secondary sex characteristics to achieve
greater congruence with their gender identity. SRS is sometimes considered medically necessary
for treating dysphoria for some trans individuals. SRS can alleviate gender dysphoria in several
ways, such as helping trans individuals feel more comfortable interacting with intimate partners,
in settings in which their bodies are exposed, such as in doctor’s offices, swimming pools, or
health clubs, and may also reduce risk of harm in the event of being searched by police. SRS
may help reduce dysphoria symptoms by helping the trans individual reach the desired physical
changes congruent with their gender identity, resulting in improved comfort within their own
bodies (Nobili et al., 2018).
Not all transgender individuals seek medically affirmative procedures. However, based
on a 2015 national report of transgender individuals in the U.S, many participants reported
medical treatment being an important process that helped them to live as their identified gender
(James et al., 2016). Authors reported that 25% of respondents had undergone some form of
surgery. With regard to hormone treatment, more than 75% of the sample indicated a desire for
hormone treatment. Only 49% reported actually receiving hormone treatment. Transgender men
and women were approximately five times more likely to have received hormone therapy than
non-binary individuals. Both surgery and hormone treatments have reportedly required long-term
care and collaboration with a team of professionals who provide comprehensive assessment in
treatment planning and monitoring. As such, medically affirming treatments for gender
dysphoria can be costly.
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Fraser and Knudson (2017) raised challenges to SOC, specifically with SOC enabling
providers as “gate-keepers” to transition related healthcare. This was based on SOC’s early
requirement that transgender patients needed to receive a letter from a mental health practitioner
that supported the patient’s “readiness” for medically affirmative treatment. Such criteria
required patients to be in psychotherapy for three months prior to beginning hormone treatment
and six months prior to being eligible for surgery. Patients were also required to live as their
identified gender for at least one year. Authors indicated that as SOC was revised, trans people
have had a more autonomous role in requesting fewer barriers to gender affirming care but the
balance between ethical practice and autonomy to one’s body still remains an issue.
Fraser and Knudson (2017) further argued that the SOC failed to offer guidance for
responding to socio-contextual factors affecting transgender individuals such as homelessness.
Lastly, they argued that the SOC did not provide an understanding of non-binary gender
identities due to its lack of complete guidelines in providing care for GNC individuals. The SOC
cannot act as a universal guide for providing care to transgender populations. Although the SOC
acknowledged that gender dysphoria was not experienced by every transgender individual, a
majority of treatment recommendations are based on alleviating distress stemming from gender
dysphoria (Coleman et al., 2012). A meta-analysis of 28 pooled studies reported that 80% of
individuals with gender dysphoria experienced statistically significant improvement (95% CI =
68-89%; 8 studies; I² = 82%) after SRS (Murad et al., 2010). Studies measured gender dysphoria
using the Utrecht Gender Dysphoria Scale (Cohen-Kettens & van Goozen, 1997) and reported
that female-to-male and male-to-female participants reported less dysphoria post transition.
Reported reasons for why gender dysphoria was reduced were satisfaction with newly assigned
sex, physical appearance, and less uncertainty about their gender role in the future (Cohen-

26

Kettens & van Goozen, 1997; Kuiper & Cohen-Kettenis, 1988; Olsson et al., 1996). Interviews
with trans patients post sexual reassignment surgery indicated that dysphoria was reduced via
better psychological well-being, satisfaction with their sex lives, and better relations with their
partners (Johansson, Sundbom, Hojerback, & Bodlund, 2010). While medically affirmative
treatment can effectively alleviate distress related to gender dysphoria, researchers have argued
that medically affirmative treatment may not improve the poor mental health of transgender
individuals impacted by minority related stress. More specifically feelings of shame and
alienation stemming from discrimination may continue to undermine QOL (Jackman, Dolezal,
Levin, Honig, & Bockting, 2018).
While the SOC is in its seventh revision to inform clinicians on best practices for
transgender clients, a substantial gap exists with regards to additional factors that can improve
the QOL for transgender populations (Reisner et al., 2016). Yet, the SOC emphasizes the
primary goal for psychotherapists is to identify ways to improve the QOL for transgender
populations by helping patients achieve long-term comfort with expressing their gender identity
for themselves and in the context of their relationships, education, and work (Coleman et al.,
2012). The confidential space provided in psychotherapy can first offer clients a chance to
express their gender identity, identify ways to practice their expression outside of therapy, and
also the chance to discuss coming out to family, friends, and peers. Given the significant
experiences of marginalization and minority stress commonly experienced by transgender
individuals, relying solely on medically affirmative treatment may only address one of many
factors related to their QOL. One alternative factor related to QOL that has been indicated is
social support (Bockting et al., 2016). Social support as a protective factor for QOL is considered
a priority in future research for transgender populations. Development of effective research on
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social support for transgender populations requires deeper understanding of QOL and how it
relates to transgender individuals. For the purpose of this study, I will be exploring the positive
association between social support and QOL by examining how non-affirmation affects the
strength of the association between social support, QOL, and psychological well-being.
The following chapter provides a literature review of the current QOL literature for
transgender populations, highlighting key findings and critiquing gaps. The chapter also explores
the transition process through a developmental lens and concludes by discussing affirmation and
social support for transgender populations.
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CHAPTER II
LITERATURE REVIEW
This chapter provides a literature review of specific variables relevant to the present
study. Because of its use as an outcome for health, the definition of QOL is explored in addition
to a review of the literature on QOL for transgender populations. From this critical analysis, the
transition process is discussed through a developmental lens. Following this analysis is the
exploration of the concept of affirmation and the challenges in conceptualizing it in research. To
answer one of these challenges, non-affirmation is discussed as an alternative indicator to use in
research. The final section further examines previous literature on the role of social support for
transgender populations. The chapter concludes with a formal statement of the purpose of the
study with specific research questions.
Quality of Life
Quality of life has been widely studied in transgender populations. I begin this section
with a summary of a recent meta-analysis of QOL research for transgender populations. I will
also discuss how QOL is defined in order to establish how it will be conceptualized in this study.
Following this definition I review research on transgender populations and QOL as defined by
the World Health Organization. I conclude the section with a critique of the findings and
limitations in the current body of literature.
A recent meta-analysis on QOL for transgender populations explored four different facets
of QOL, consisting of voice-related QOL, sex-related QOL, body image-related QOL and
general QOL (Nobili, et al., 2018). Voice-related QOL captured how transgender individuals'
perception of their voice impacted their QOL. Sex-related QOL emphasized an individual's
sexual functioning and general satisfaction with the sexual life of transgender populations. Body
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image related QOL emphasized the influence positive body image had on overall general QOL.
General QOL described overall satisfaction with life with subcategories related to mental,
physical, and social aspects of a transgender individual's life.
Nobili and colleagues (2018) analyzed four studies investigating voice-related QOL. The
Voice Handicap Inventory (Jacobson et al., 1997) or the Transgender Self-Evaluation
Questionnaire (Davies, Adler, Hirsch, & Mordaunt, 2006) was used as the outcome variable.
Cross-sectional studies investigated people post treatment for gender affirming genital surgery,
hormone treatment, and voice feminization treatment. No studies compared transgender
participants’ QOL pre and post medically affirmative treatment. Overall, voice-related QOL was
reportedly lower for transgender people, particularly transgender women, compared to controlled
samples. One explanation suggested by the authors was that transgender women's voices were
not affected by hormone therapy. Additional positive predictors of voice related QOL were
reportedly age, low dihydrotestosterone, high luteinizing hormone (LH) in the blood, and
increased femininity of the voice.
Four studies investigating sex-related QOL were reviewed in the meta-analysis (Nobili et
al., 2018). The WHOQOL-100 (Kuyken, 1995) and King’s Health Questionnaire (Reese et al.,
2003) were used as outcome variables. Studies that were included investigated gender affirming
surgery or hormone treatment as predictors of sex-related QOL. Noblili et al. reported that
overall, sex-related QOL appeared to improve post-gender affirming treatment for transgender
men and women. The authors added that for transgender men, sex-related QOL appeared to be
poorer compared to cisgender men. Additional positive predictors of sex-related QOL was
hormone treatment, Luteinizing Hormone (LH) in the blood, having a partner, and experiencing
less mood symptoms.
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Three QOL studies focusing on body image-related QOL were reviewed (Nobili et al.,
2018). Two studies used the WHOQOL-100 as an outcome measure and the third study used the
Body Image Quality of Life Inventory (Cash & Fleming, 2002). Medically affirmative treatment,
which included hormone treatment and surgery, was examined as a predictor of QOL. No studies
compared QOL for participants prior to receiving medically affirmative treatment. Overall, the
authors reported that body-image related QOL improved for transgender participants after they
had received medically affirmative treatment. Only one study reportedly identified low LH levels
as an additional factor positively associated with body image-related QOL.
Twenty- two studies investigated general QOL for transgender populations (Nobili et al.,
2018). Outcome measures for general QOL included different versions of the Short Form Health
Survey (Ware, 2000; Ware et al., 2002, 2008; Ware & Sherbourne, 1992) and WHOQOL
(Harper & Power, 1998; Kuyken, 1995). Nobili et al. reported that for six studies examining
transgender samples’ QOL prior to receiving hormone treatment, transgender people reportedly
had poor QOL. For the studies that investigated transgender people post-treatment, authors also
reported that transgender people had lower QOL compared to the general population. Four mixed
samples studies were reviewed comparing transgender samples to cisgender samples. Nobili et
al. reported that transgender samples had lower QOL compared to cisgender samples. Authors
also reported that studies comparing QOL between transgender men and women were
inconsistent as some studies reported transgender women had better QOL than transgender men,
while another study reported no difference. Seven studies that included mental health-related
QOL scores after receiving hormone treatment were also examined. Nobili et al. reported finding
no statistically significant differences in mental health related QOL following hormone treatment
compared to the general populations. Additional factors positively associated with improved
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general QOL were social and family support, employment, having a partner, higher household
income, and higher education.
The majority of studies in the meta-analysis investigated the QOL of transgender patients
after they had received gender affirming procedures such as hormone treatment or gender
affirming surgery (Nobili et al., 2018). Compared to the general population, transgender
populations reportedly had poorer QOL. Transgender populations receiving hormonal treatment
also reportedly had lower mental health-related QOL compared to the general population. Nobili
et al. suggested that although medically affirming treatment seemed to improve QOL for
transgender clients seeking treatment, societal factors continued to have a negative impact on
QOL. The findings of the meta-analysis support the argument that the emphasis on medically
affirmative treatment by SOC has limitations in its overall impact in improving QOL for
transgender individuals. Additional factors related to better QOL must be explored. Although the
meta-analysis provides some direction for future research, integration of findings is limited by
the use of widely varying indicators of QOL in studies on transgender QOL. Thus a first step in
developing the present study is to discuss the definition of QOL and clarify how it will be
conceptualized.
QOL is a multi-faceted concept meant to encompass an individual’s health based on
psychological, social, spiritual, and contextual domains (Yamaguchi, 2015). QOL has been used
in research and practice as an overall indicator of well-being based on several domains (Morrow
et al., 2010). Although QOL and well-being have been used interchangeably as outcome
indicators in research, it has been suggested that they are different conceptualizations of health
(De Smedt, 2013). QOL has been conceptualized as an individuals’ perception of their life, while
well-being has been primarily focused on the psychological dimension of health and happiness
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(Pinto, Fumincelli, Mazzo, Caldeira, & Martins, 2017). Previously used indicators for well-being
for have included life satisfaction, self-esteem or psychological distress symptomology (Budge,
Adelson, et al., 2013; Erich et al., 2010; Warren et al., 2016). Previously used indicators of QOL
have been an individual’s self-evaluation of their physical and psychological conditions, level of
independence, social relationship quality, personal beliefs, and environment and culture (Pinto et
al., 2017; Rapkin & Schwartz, 2004).
Psychosocial characteristics including gender reportedly have had indirect and direct
effects on QOL (George, 2006). Mazaheri (2011) proposed a model utilizing the Depression,
Anxiety, and Stress scale (DASS-42; Lovibond & Lovibond, 1995) and the World Health
Organization Quality of Life Brief scale (WHOQOL-BREF; World Health Organization, 1998)
to capture the affective and cognitive factors that influence an individuals’ evaluation of their
health. The DASS has been used as an indicator of negative emotions, specifically depression,
anxiety, and stress. The WHOQOL-BREF is a shorter version of the WHOQOL-100, which as
previously mentioned, has been used as an indicator for general QOL.
The QOL-DASS model reportedly fit the data well for healthy and unhealthy groups,
suggesting that negative emotions and satisfaction with QOL both represent underlying
constructs of general health. Although the focus of this study is general QOL, psychological
well-being for transgender populations cannot be ignored as it is a vital component in their
evaluation of their overall health. If QOL is an individual’s perception about their overall health,
overlooking the experience of negative emotions may limit a clinicians’ understanding of that
individual’s QOL. This is especially the case for transgender individuals who suffer from
discrimination and stigma related to their identity. In addition to measuring QOL, well-being will
also be measured using the DASS-21 (Lovibond & Lovibond, 1995). Due to its frequent use in
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researching QOL for transgender populations, I will review the literature on the World Health
Organization Quality-of-Life Brief measure next.
World Health Organization quality of life. The majority of research on transgender
QOL has been on general QOL, with many studies utilizing the World Health Organization’s
definition of QOL (Nobili et al., 2018). The World Health Organization (1998) defines QOL as
“An individual’s perceptions of their position in life in the context of the culture and value
systems in which they live and in relation to their goals, expectations, standards and concerns”
(p. 5). This definition of general QOL considers Physical, Psychological, Social, and
Environmental factors as salient to an individual’s overall satisfaction with life. The WHOQOLBREF is a measure of general QOL that has been administered to transgender populations in
research due to its inclusion of social aspects of health (World Health Organization, 1998; Başar,
Öz, & Karakaya, 2016; Gómez-Gil, Zubiaurre-Elorza, de Antonio, Guillamon, & Salamero,
2014; Poguri, Sarkar, & Hawa, 2016; Thompson, Reisner, VanKim, & Raymond, 2015). To date
four studies have utilized the WHOQOL-BREF with transgender populations. Thompson and
colleagues (2015) conducted a confirmatory-factor analysis of the WHOQOL-BREF for a
sample of 312 transgender women in San Francisco, reporting acceptable fit for the four
domains. The authors also noted that their sample had high mean scores for all four QOL
domains, attributing overall good quality of life to the supportive environment of LGBT
populations in the San Francisco area. The authors suggested that the WHOQOL-BREF was a
valid and reliable measure of quality of life for research with transgender women as it considers
social determinants to health rather than only individual factors. Specifically, the WHOQOLBREF measures transgender individuals’ experience within their everyday social context, thus,
best capturing minority related stressors and their impact on the quality-of-life.
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A descriptive study was conducted investigating predictors of QOL for transgender
patients in Spain (Gómez-Gil et al., 2014). All participants sought medically affirmative
treatment and were given Gender Identity diagnoses from the DSM-IV via structured and
unstructured interviews in a gender unit that specialized in providing surgical, endocrine, and
psychiatric care for transgender patients. Authors defined normal QOL as a mean QOL score of
50 and “quite good” as a mean score of 75. Authors did not provide further explanation to
support the interpretation of these cutoff scores. Of the variables the authors examined, family
support, undergoing hormone treatment, and having an occupation were significant positive
predictors of QOL domains. Hormone treatment was not a significant predictor for
Environmental QOL. Occupation was not a significant predictor of Psychological QOL.
Transgender women reportedly had lower Social QOL than transgender men. Age, education,
relationship status, and previous surgery were not significant predictors of any QOL domain.
That all participants sought and had access to medically affirmative treatment may reflect the
progression of advocacy for transgender rights over time, as international campaigns for trans
rights have been organized and led by Spain since 2007 (Platero, 2011). Since the 2000s, trans
organizations in Spain advocated for the right for individuals to change their gender identity on
their identity cards. This advocacy work resulted in changes so that currently, laws permit
Spanish citizens to change their legal name and sex-at-birth on all identification documents, with
the requirement that they receive medically affirmative treatment as part of the process.
Overall, Gomez-Gil and colleagues (2014) reported that participants’ reported QOL was
in a normal range. However this might reflect the fact that this sample desired medically
affirmative treatment since they all met diagnostic criteria for gender identity disorder. That
participants had access to such hormone treatment might reflect a more positive evaluation of
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their QOL. This study highlights the limited role that medically affirmative treatment has in
QOL. Hormone treatment was not a significant predictor of the Environmental QOL domain and
surgery was not associated with any QOL domain. These findings contradict the SOC's
recommendation for affirmative treatment to improve the QOL of transgender populations due to
the fact that surgery does not seem to be a predictor of any QOL domain. The lack of a
significant relationship between hormone treatment and Environmental QOL may highlight a
specific limitation of medically affirmative treatment. For instance, hormone treatment may not
have a direct influence on transgender populations’ safety or access to transportation throughout
their daily lives. However, family was a significant predictor for all four QOL domains, which
suggests that social support is another key factor in improving the lives of transgender
populations.
A pilot study was conducted to evaluate QOL for transgender patients in South India
(Poguri et al., 2016). Authors recruited 15 transgender women from a multispecialty clinic.
Participants reportedly experienced gender dysphoria at the median age of 11. The median
number of years participants reported struggling with dysphoria before disclosing to family was
8. The age in which participants left home was 20. Thirteen participants underwent surgery at the
median age of 24 years. Median QOL domain scores ranged from 50 to 63. The lowest score was
for Social QOL (50) and the highest score was Environmental QOL (63). Authors suggested that
lower Social QOL could have been due to the fact that all participants reported being rejected by
their parents and peers. Symptoms of anxiety and depression reportedly had a statistically
significant correlation with Physical and Psychological QOL but the authors did not specify the
direction of the relationship. While no causal information could be deducted from the pilot study,
the data support the overall argument that QOL research has not captured QOL for transgender
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populations who cannot or do not want to access medically affirmative treatment as the majority
of the sample (86.7%) all underwent surgery or cosmetic changes. It should be noted that for
transgender individuals in India, many face discrimination in public spaces and are subject to
harassment from police; many also struggle with access to employment, education, and health
facilities (Jain, 2018). Jain highlights that this contradicts historical accounts of transgender
individuals having respectable social status, specifically “hijras” who were considered biological
males who rejected their masculine identity” and instead identified as women or a combination
of men and women or neither. One explanation for the accounts of discrimination appeared to be
the societal perception of hijras’ role being limited to non-mainstream activities, such as dancing.
Another study using the WHOQOL-BREF investigated the impact of perceived
discrimination on QOL for a Turkish sample of transgender men and women (Başar et al., 2016).
Perceived discrimination included perceived unacceptance or dissent, persecution, humiliation or
harassment, and ostracism. The authors also investigated perceived social support from friends,
family, and significant others as factors related to QOL. Authors suggested that based on
Gomez’Gil et al’s (2014) findings, it was reasonable to investigate whether or not different
sources of social support would vary in predicting QOL. Personal perceived discrimination had a
statistically significant negative association with Social and Environmental QOL. This suggested
that perceived discrimination negatively impacted a transgender individual's evaluation of QOL
related to social and environmental facets. Family support was a statistically significant positive
predictor of Psychological QOL. Support from friends was statistically significantly associated
with higher QOL for other domains. Support from significant others, friends, and age were
statistically significantly associated with better Physical QOL. This highlighted the unique
influences different interpersonal relationships had in improving QOL for transgender
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populations. Hormone treatment was a statistically significant positive predictor for
Psychological QOL scores, while history of surgery was not a statistically significant predictor of
any QOL domain. Being a transgender woman in contrast to a transgender man predicted better
Psychological and Environmental QOL domain scores. Authors did not have an explanation for
this finding, however it may have been due to the imbalance of the sample as 76.6% of the
sample were transgender males.
Başar and colleagues’ (2016) sample included transgender individuals diagnosed with
gender dysphoria, limiting its generalizability for transgender individuals who did not meet the
DSM-5 criteria for dysphoria as do the other aforementioned studies. The findings of the study
did not fully capture the buffering effects of social support and perceived discrimination as no
analysis was conducted to evaluate a buffering effect. It is unclear if participants’ perceived
discrimination was attributed to family, friends, or significant others or if this weakened the
positive effect social support had on QOL. That perceived discrimination was a negative
predictor of Social and Environmental QOL highlights additional evidence of the impact of
minority stress on transgender populations. Items for Environmental QOL inquire about how
well someone is able to get around and how satisfied they are with access to health services.
Social QOL items inquire about satisfaction one has with support from their friends. If higher
frequency of perceived discrimination is associated with lower QOL in these domains, then the
positive effects of medically affirmative treatment on QOL may not be effective for transgender
individuals who have more limited social support. For transgender individuals in Turkey, such
gender minority stress may be frequently associated with fears of physical harm, based on
violence towards transgender individuals in Turkey taking place, despite it being perceived as
tolerant of LGBT citizens due to never having officially criminalized non-heterosexual gender
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identities (Arat & Nuňez, 2017). Authors discuss increased violence towards LGBT citizens,
highlighting how transgender individuals are forced into marginalized environments and are not
protected by police against victimization. The stigma against transgender individuals stems from
viewing it as immoral or pathological, with parents who adopt this view seeking to “cure” their
children of being transgender. Thus, the ongoing threat of rejection or victimization may explain
why perceived discrimination predicted Social and Environmental domains of quality of life,
indicating that regardless of how one’s physical or psychological health may be, gender
stigmatization remains out of their control, thus making their social and environmental QOL
more difficult to improve (Başar et al., 2016).
Another study compared WHOQOLBREF scores between Non-binary (N = 97) and
Binary trans people (N = 91; Jones et al., 2019). Authors also compared WHOQOLBREF scores
with a sample of cisgender people ( N = 338). Nonbinary participants scored significantly lower
on physical QOL(12.25) compared to cisgender females (15.44, p < /001). For psychological and
social QOLQOL, non-binary people scored higher (psychological = 11.63; social = 13.08) than
trans males (psychological = 10.38, social = 11.10) but lower than cisgender females
(psychological = 14.20; social = 14.87, p <.001)). For the Environmental QOLQOL domain,
authors reported no differences between nonbinary trans people and transgender males. Non
binary (13.11) and Trans males (13.18),scored lower on environmental QOL than cisgender
females (15.88, p<.001). While much research investigating QOLQOL for transgender
populations has focused on binary trans identities, this study offers promise in the
WHOQOLBREF’s utilization with non-binary identities, highlighting the nuance between
differences in QOLQOL among non-binary and binary trans identities in addition to comparing it
to cisgender identities. Although medically affirmative treatment may have limitations, the
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positive association between transgender participants receiving hormone treatment and their
QOL scores was reported in multiple studies. Of note is the fact that samples from the
aforementioned studies presented with gender dysphoria. One explanation for the positive
relationship between hormone treatment and QOL scores may be due to the fact that physical
appearance was more relevant for these individuals’ who experienced dysphoria, which may
have resulted in a stronger desire for hormone treatment. Medically affirmative treatment as an
intervention for gender dysphoria seems to capture one aspect of transgender individuals’ lives,
but may not address other negative factors impacting their health. Hormone treatment’s positive
effects may fail to improve a transgender individual’s Environmental QOL due to threats of
perceived stigma that can occur regardless of how the transgender individual feels about their
own physical appearance. In addition, GNC individuals have not been included in QOL research,
which further limits the generalizability of findings to transgender populations. It cannot be
assumed that hormone treatment will improve QOL for GNC individuals if their desired
transition process differs from transgender men or women. The literature on QOL focuses on
medical affirmative treatment as a key factor in improving QOL for transgender populations,
which may stem from surgery or hormone treatment facilitating the transition process by way of
changing a transgender individuals’ physical appearance so that it is congruent with their gender
identity.
Because most of the research on QOL connects it to medical affirmation, more research
on additional factors related to better QOL is needed. As previously discussed, access to
medically affirmative treatment may not be possible due to socioeconomic barriers. For the
WHOQOL-BREF to be useful as an outcome measure for transgender populations, future
research must examine its utility in measuring perceived QOL for transgender individuals who
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do not receive medically affirmative treatment, either due to choice or inaccessibility to such
treatment methods. Medical affirmation is one of many ways in which transgender participants
live as their identified gender (James et al., 2016). In order to address the gap in the current
literature, I will first examine transgender identity development theory as a possible explanation
for why medical interventions result in higher QOL. Both medical affirmation and the transition
process are linked to the outcome of a transgender individual living their gender identity.
Situating future research in the context of identity development has the potential to increase
understanding of transgender QOL, and potential sources of affirmation beyond medical
affirmation.
Transgender Identity Development
This section introduces transgender identity development for purposes of providing a
theoretical perspective for understanding QOL in transgender populations. An early model of
transgender identity development emphasizes the psychosocial process of transitioning to one’s
preferred gender identity (Devor, 2004). Even for those individuals who may pursue medical
affirmation, identity is viewed as psychosocial in nature. This model utilizes Kohut’s concept of
mirroring in which an individual’s sense of identity is developed based on how they are
perceived by others with whom they identify (Kohut, 1984). Under Devor’s (2004) model, the
concept of mirroring is defined as, “…seeing oneself in the eyes of others like oneself. As well
as needing to be witnessed by people who are different from ourselves, each of us also needs to
be seen and validated by people who are like ourselves” (p. 46). Devor’s model emphasizes the
importance of being recognized by other transgender individuals for the development of a
transgender identity. Distress experienced by transgender individuals stems from being raised in
an environment, which assumes a schema in which physical attributes act as a basis for gender
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identity, male or female. Under this schema, any deviation is considered pathological and has to
be corrected. There are fourteen stages in Devor’s model: (1) Abiding Anxiety, (2) Identity
Confusion About Originally Assigned Gender and Sex, (3) Identity Comparisons About
Originally Assigned Gender and Sex, (4), (5) Identity Confusion About Transexualism, (6)
Identity Comparisons About Transexualism, (7) Tolerance of Transexual Identity, (8) Delay
Before Acceptance Of Transexual Identity, (9) Acceptance of Transexualism Identity, (10) Delay
Before Transition, (11) Transition, (12) Acceptance of Post-Transition Gender and Sex
Identities, (13) Integration, and (14) Pride.
Following the review of Devor’s (2004) model, criticisms about the model are also
reviewed, which include the model’s lack of empirical evidence, its use of dated terminology,
and its overemphasis on gender as a binary construct. Additional models of transgender identity
development are reviewed. The section concludes with a brief summary of all transgender
identity developmental models and a justification for why Devor’s model was selected for the
purposes of this study.
Devor’s model. In Devor’s (2004) model, the early transgender identity stages are
described as a period of anxiety and confusion in which the individual struggles with their
assigned gender. In the first stage, the individual struggles with the realization that they do not
feel comfortable within their current role or body though this has always been sensed internally.
In a world that views gender as a binary construct, the transgender individual’s discomfort stems
from desiring company and activities socially accepted by a different gender than the one
associated with their sex-at-birth. During the second stage, they may vocalize their preferred
“opposite” gender, which risks discouragement from parents and their peers. As the individual’s
body matures, they develop physical characteristics reminding them of the gender opposite of
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what they envisioned. By internalizing traditional gender norms, the individual does not feel safe
to voice their gender confusion. They may attempt to reconcile this confusion by attempting to
act in accordance with the gender identity aligned with their sex-at-birth. This may result in
feelings of depression. Depression might be so severe that substance use or suicidality may be
used to cope when they cannot reconcile their desired identity against one that society pressures
them to accept.
In an attempt to accommodate living as their sex-assigned-at-birth with their gender
identity, transgender individuals attempt to explore alternative forms of gender expression in the
third stage. This allows them to fit with social expectations related to their sex-at-birth while also
expressing their own feelings with regard to their gender identity. As an example, someone
whose sex-at-birth is female who identifies as male, may adopt a “tomboy” identity. If
successful, the individual might achieve their mirrored needs through relationships with
individuals who identify as lesbian or bisexual. Transgender individuals may still face stigma and
a loss of support, experiencing potentially long lasting psychological distress if their mirrored
needs remain unfulfilled. Identity development shifts in the fourth stage, with the discovery of
transgender identities. This is considered an “aha” moment as the transgender identity mirrors
the experience of identifying with a gender identity opposite of the socially scripted one aligned
with their sex-assigned-at-birth. For those who adopt this identity immediately, there is a sense
of relief. Those who do not, go through another cycle of confusion and comparison. Upon
discovering transgender identities, the individual begins the process of learning more in the fifth
stage. Information from the internet or textbooks offers education to help determine if
transgender best fits their identity. From this initial research, if the individual determines that the
identity may fit, they may begin to explore the possibility further.
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Following the discovery of a transgender identity is a process in which the individual
compares their current identity with a transgender identity. The sixth stage focuses on the
comparisons an individual makes with other transgender individuals as well as the people whose
gender matches their gender identity (i.e., cisgender men for transgender men). As the individual
makes comparisons, they also reflect on past experiences of alienation when trying to identify
with their sex-assigned-at-birth, noting that this previous identity does not mirror their
experience. The seventh stage captures the period in which individuals begin to reject the
identity associated with their sex-assigned-at-birth. This is considered a time when the person
begins to tell others that they are “probably” transgender and thus moving towards transitioning
to their true identified gender. The eighth stage describes a period in which the individual will
delay accepting their transgender identity until after they have gained enough information that
ensures a transgender identity best captures their experience. Relationships are key in this stage,
as the individual seeks validation from people other than themselves. Validation from
transgender peers is also important in mirroring the other transgender individuals’ experience.
Intimate romantic relationships can be powerful in this stage as the romantic partner can validate
the rejection of an old identity and adoption of a new one. If validation through these various
relationships is achieved, the transgender identity is accepted in the ninth stage. At this stage,
transgender individuals may continue to face complications with navigating relationships with
peers, coworkers, and family due to fear of their rejection. Other complications include delays to
the transition process that may stem from financial constraints or health reasons.
The tenth stage involves the arrangements transgender individuals may need to make
prior to undergoing a transition to their preferred gender identity. This includes notifying friends
and family and saving money. If they seek surgery or hormone treatment, arrangements with

44

counselors and primary care doctors are also made. The ability to maneuver quickly through this
stage comes from the strength of the support system available to an individual. It is during this
stage that the transgender individual begins to de-identify from their gender assigned to their sexat-birth. The socialization process that follows includes learning new ways in which they can live
as their new identity prior to transitioning to their identity. An individual’s transition to their
identified gender occurs in the eleventh stage, which may include changes the individual makes
socially, psychologically, and physically. Different strategies dictate what feels like the
beginning stages of transition towards an individual’s gender identity. As such it can vary in the
length of time one feels until they have completed their transition. During this time, every social
interaction is at risk for being upsetting as they interact with people who may not accept and may
even become hostile to someone who is transitioning to their identified gender. In contrast,
confirmation of their identity from other people can have a positive impact as the idealized
transgender identity is finally mirrored back to them. For individuals receiving hormone
treatment, the effects become salient as they allow the individual to be recognized socially as
their identified gender. The effects of testosterone treatment, such as lower voice, increased
muscle mass, and facial hair, are easier for transgender men to benefit from than for transgender
women. The effects of hormone treatment can be more limited in altering the masculinized
characteristics of transgender womens’ bodies under the influence of testosterone.
By the twelfth stage, acceptance of one’s post-transition identity begins. For those
seeking changes in their body, acceptance may come slowly as they struggle with the initial
feelings of inauthenticity due to the procedures involved. Over time, the individual becomes
more witnessed and mirrored as they identify with their gender. Feelings of anxiety they
experience prior to transitioning into their identified gender (dysphoria) are replaced with
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acceptance (euphoria). In the thirteenth stage, the transgender individual begins to integrate their
new identity over time as other people around them accept their new identity. An eventual sense
of pride is achieved once they have reached their highest form of integration. In the fourteenth
and final stage, the transgender individual also becomes an advocate for others, feeling comfort
in being open about their transgender identity to speak on behalf of others. Pride can be
experienced with earlier stages, ultimately attributed to the willingness of the individual to
pursue their own exploration of their gender identity. Pride is achieved against stigma and
discrimination they have experienced in the past and requires constant effort to maintain as
stigma and discrimination still exist.
Crucial in this developmental model is the process of testing the identity in interpersonal
relationships, as they help the individual make sense of whether or not it is an authentic fit. In a
patriarchal society where gender is considered a binary construct, advancing through Devor’s
(2004) developmental stages is likely to be delayed if the individual experiences stigma and
discrimination (Edwards-Leeper et al., 2016). As an example, transgender women’s identity has
reportedly been seen as a violation of patriarchal norms, leading to unique forms of negative
stigma different from transgender men, such as a drop in their job evaluation ratings (Brown et
al., 2012; Schilt, 2006). This finding suggests that some transgender individuals may delay
transitioning to their identified gender due to fear of losing their job as a consequence. The final
stages of the model assume the person’s integrated identity allows them to manage stigma and
discrimination and to be an advocate for other transgender individuals. However, it is not
explicitly clear where in the process of transition the transgender individual develops copings
skills against stigma, whether that is a function of increased social support providing mirrored
needs, or if it is the absence of discomfort they experience from the physical characteristics prior
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to medical intervention. As Devor’s model suggests, completing transition is not necessary for an
individual to achieve pride given that pride can be achieved in stages preceding the transition
phase. Such a detail leaves a gap as to what exactly facilitates the “transformation” in the
transition process.
Although Devor’s (2004) model provides a comprehensive description of transgender
identity development, the number of stages seem repetitive. There are two stages devoted to
acceptance of a transgender identity. Stage nine captures acceptance of a transgender identity
shortly after discovering the term and researching it. Acceptance within stage twelve focuses on
acceptance of one’s identity after fully transitioning to their identified gender. If it is possible for
transgender individuals to reach acceptance and pride, how does acceptance of one’s identity
facilitate pride and protection against stigma if, based on the design of the model, they do not
complete their “transition?” Another limitation of Devor’s model is its limited applicability due
to exclusively talking about transgender individuals identifying as male or female. As such,
many of the experiences in understanding oneself via the transition process is through a lens that
perpetuates binary gender norms. The link between medical intervention and later stages of
identity development may incorrectly assume that an individual may be “cured” by becoming the
“opposite sex” (Gagné & Tewksbury, 1999). This ignores the experiences of GNC individuals by
incorrectly assuming they wish to become male or female.
A recent qualitative study explored Devor’s model applied to gender-nonconforming
individuals (Fiani & Han, 2018). The sample of gender-nonconforming participants reportedly
emphasized the importance of social support over physically transitioning to their identified
gender. Additionally, the sample also reported struggling with finding information about nonbinary transgender experiences compared to binary individuals. Lastly, non-binary transgender
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respondents did not report engaging in the activist role as described within Devor’s latter stage.
The authors suggested the model’s limitations stemmed from focusing on the physical transition
process that was assumed for all transgender identities. Gender identity development for gender
non-conforming populations seems to be less of a linear process compared to binary identifying
populations, focusing gender identity expression through reclaiming their name and choice of
clothing to express their gender identity.
Levitt and Ippolito (2014) have suggested the assumption that gender congruence through
medical procedures was the only path may have stemmed from transgender individuals lacking
access to transgender communities who could mirror non-traditional gender identities. Through
conceptualizing an identity development model based on butch femme identity, the authors
explored alternative ways transgender individuals form their identity. For LGBT communities
that eroticized genderqueer and transgender identities, these communities provided additional
resources that may shift preconceived notions about whether or not physical transition is
necessary to achieve self-confidence. Rather than conform to identifying with binary gender
categories, some transgender individuals found emotionally affirming experiences from LGBT
communities that valued genderqueer or non-binary gender identities through eroticization. The
interviewees reported that interaction with LGBT communities who valued bodies that did not fit
along a gender binary model informed their beliefs are about what was “needed’ to transition to
their identified gender.
Additionally, Devor’s model does not consider how ethnic and racial identities factor into
the identity development of an individual. This ignores how rejection and discrimination based
on race may impact transgender individuals’ sense of self and how systemic barriers related to
racism may impact their methods for transitioning to their gender identity. Researchers have
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argued that completing transition has not guaranteed that transgender people of color no longer
experience racism (de Vries, 2015). Education from transgender peers have provided some
resources, but White transgender communities have reportedly failed to prepare transgender
people of color for racist oppression after transitioning to their identified gender, such as
increased surveillance by police officers for transgender men of color. Furthermore, stages in
which mirroring is dependent on education and comparisons with other transgender peers are
opportunities that transgender people of color may not have, as some transgender people of color
reportedly felt that LGBTQ+ communities were off limits (Brooks, 2016). Brooks coined the
term “staying in” (p. 1574) to describe the choice of staying within their Black community
despite discrimination against their transgender identity, partially due to their reported
discomfort in participating in LGBT communities as they were perceived to be predominately
White spaces. Black lesbian and transgender women also reportedly found a bond over political
issues within the Black community such as the prison system. Brooks’ qualitative study raises
additional questions with Devor’s model, such as how transgender people of color develop
identity when LGBTQ+ communities are predominately White and thus, perceived as
inaccessible.
The final stages of Devor’s model assume the transgender individual’s integrated
identity allows them to manage stigma and discrimination. This might not always be the case
when considering macro-level barriers in which hegemonic forces operate through medical
discourse that pathologizes transgender identities (Rosqvist et al., 2013). Authors highlight
criticisms of medical pathological discourse in which a dichotomy distinguishes between
transgender identities as an inborn or acquired state, which may be used to turn a patient down
for sexual reassignment surgery. Similar to traditional developmental models like those of
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Erikson and Piaget, Devor’s model seems to assume that a transgender person’s identity follows
a linear trajectory (Martinez & Sullivan, 1998). In other words, assuming that medical transition
is necessary in order to reduce dysphoria ignores non-binary gender identities and perpetuates
the stigma that transgender and gender non-conforming people are a deviation from the norm
unless they have “switched” to the opposite gender (Saltzburg & Davis, 2010). It might be
possible that a transgender individual completing a transition to their identified gender may not
feel that they have reached a fully integrated identity.
It is also possible for some transgender individuals to undergo the process of detransitioning. De-transitioning has been defined as “having gone back to living as [their] sex
assigned at birth, at least for a while” (James et al., 2016, p.111). Of James and colleagues’
national U.S. sample of transgender participants, 8% reported de-transitioning at some point in
their lives. Common reasons for de-transitioning included pressure from a parent, pressure from
other family members, pressure from a spouse or partner, facing too much harassment or
discrimination after beginning the transition process, and having trouble finding employment.
Rates of de-transitioning were higher for transgender women (11%) than transgender men (4%).
If harassment or social pressure functions as a link for those who de-transition, then this
contradicts Devor’s later stages. It could be that it is not the transition process itself that
strengthens one’s QOL and acceptance of their identity, but an outcome that may or may not
occur depending on the process. This may also explain why transgender populations posthormonal treatment still report poorer mental QOL compared to the general population (Nobili et
al., 2018). A transgender individual’s outlook on their overall health may suffer post-treatment if
they feel rejected by friends and family.
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Researchers have examined Devor’s model by investigating the transition process for
transgender individuals and focusing on the internal emotional process they experience in order
to achieve internal comfort with their identity (Budge, Adelson, et al., 2013; Budge, Katz-Wise,
et al., 2013). In their qualitative study, Budge, Katz-Wise, and colleagues (2013) defined
transition as a process that all transgender individuals go through thus, not limiting the study to
solely transgender women and men. The authors reported various experiences by describing the
transition process in three stages: pre, during, and post-transition. Respondents in pre and during
transition, reported experiencing high amounts of distress, often in anticipation of experienced or
feared rejection from family and peers. Avoidant coping methods were relied on to manage this
distress, including suicide attempts, substance use, and delaying transition to their identified
gender. It was in the post-transition phase that participants described an emotional shift in which
they experienced more emotionally affirming experiences such as joy or happiness. Additionally,
the participants emphasized how support played an important role in coping with the transition
process. Unlike the previous stages in which avoidance was prevalent, many transgender
participants described feeling more comfortable seeking out support in the post-transition phase.
Through the “rite of passage” in transitioning to their preferred gender, the authors described
how affirmative emotions manifested during and post transition, linking this experience to the
amount of social support and facilitative coping mechanisms participants had. Some reported
affirming emotions were happiness and joy in response to feeling accepted by others.
Budge, Adelson, and Howard (2013) conducted a quantitative study measuring the role
transition status had for transgender individuals with symptoms of anxiety and depression.
Transition status had an indirect negative effect on depression via avoidant coping. Such coping
methods included drinking, smoking, eating, and/or relying on medication. Transition status also
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had an indirect negative effect on anxiety through avoidant coping. For transgender individuals
who were in the early stages of their transition process, they relied on more avoidant coping
mechanisms and experienced more distress. The less social support transgender individuals
perceived they had, the more use of avoidant coping exacerbated their level of depressive and
anxiety symptoms. Gender identity also moderated the amount of support transgender
participants received, with transgender men endorsing more family support than transgender
women. Further, transgender women who advanced through their transition process reported
experiencing more loss than transgender men. The gender differences might reflect the perceived
“gained privilege” transgender men experience due to the acceptability of masculine identities
(Schilt, 2006; Schilt & Connell, 2007).
Additional identity development models. There are several models that have attempted
to conceptualize the development of transgender identity (Bradford & Syed, 2019; Devor, 2004;
Lev, 2004; Morgan & Stevens, 2012). Early models of transgender identity described it as a
stage-based process. Devor (2004) designed a 14-stage developmental model highlighting the
progression of a transgender individual’s transition into a fully integrated identity. Throughout
the stages, Devor highlights several themes that transgender individuals may experience, such as
confusion and social comparison to others in the early stages, collecting information and
educating oneself on transgender identity in the middle stages, and then self-acceptance,
commitment to transition and eventual pride in one’s identity in the later stages. Although
Devor’s model is comprehensive, some criticisms of the model are that it lacks empirical
support, and the proposed linear progressive framework may not apply to all transgender
individuals (Diamond et al., 2011). In particular, Diamond, Pardo, and Butterworth argued that
despite Devor’s (2004) caveat against generalizing the model to all transgender individuals, the
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model still seems to focus on the physical transition in identity development, limiting the
model’s applicability to transgender individuals who have no desire for medical transition.
An alternative stage-based model, called Transgender Emergence (Lev, 2004),
conceptualizes transgender development as a complex interaction of both developmental and
interpersonal factors. By emphasizing culture and interactions with others, this model posits that
gender identity is a normative process that everyone experiences and highlights how transgender
individuals experience challenges based on pressure from cultural norms. Although Lev
highlights six developmental stages, she suggests that the individual may not follow a linear
trajectory, thus implying that the later stages did not indicate “maturity.”
The six stages of transgender emergence are awareness, seeking information/reaching
out, disclosure to significant others, exploration – identity and self-labeling, exploration –
transition issues/possible body modification, and integration – acceptance and post transition
issues. In the awareness stage, the transgender individual experiences distress and the goal is to
help them become aware of their emerging transgender identity. In seeking information/reaching
out, the individual seeks information and support about transgender identities from others. In
disclosure to significant others, the transgender individual discloses their gender identity to
romantic partners, spouses, family members, and friends. Exploration includes two different
stages, one in which the individual explores various transgender identities to identify one that
they are most comfortable with, and a second exploration stage in which the individual explores
options they feel are needed to transition into their identity. Such options may include social
changes and/or physical changes to their body. The final stage, Integration – acceptance
highlights the individual’s ability to integrate their transgender identity. Lev suggested that
individuals may go through all or some of these stages and that other identity issues may impact

53

their development. For example, Lev explains that transgender individuals are represented across
all races and ethnicities. A transgender person of color’s development would also explore their
racial identity in addition to their gender identity, thus making their exploration stage different
than one who is only focused on their gender identity.
Despite the stage-based trajectory of transgender identity development, Lev (2004) and
Devor (2004) both suggest that transgender individuals might not always progress through the
proposed stages in a linear trajectory and may skip or re-experience earlier stages of
development. Both of these transgender identity development models were adapted from earlier
identity developmental models designed to understand experiences of sexual minorities (L. E.
Kuper et al., 2018). Kuper and colleagues argued that the resulting transgender identity
development models still imply a linear course of development, ignoring generational and
subcultural differences for transgender individuals, such as non-binary identities.
A newer stage-based model was developed utilizing a narrative analysis of semi-structured
interviews for five transgender women and another participant who identified as a cross-dresser
(Morgan & Stevens, 2012). Morgan and Stevens’ theorized a postmodern feminist model based
on the first-hand experiences of transgender adults. Three themes were identified in developing
this model: mind dissonance, negotiating and managing identities, and process of transition.
Participants indicated that mind-body dissonance was their first recognition of their transgender
identity, occurring early in their childhood. Central to this experience was how dressing in
clothing aligned with one’s gender identity, was typically associated with positive feelings until
negative punishments resulted in feelings of shame. Nevertheless, participants reportedly
continued cross-dressing, sometimes waiting for parents to be away from home to again engage
in the process. At the end of childhood, participants described a period in which they managed
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the conflict of their gender identity aligned with their sex-at-birth and their actual gender identity
by waiting for the right time to come out or unconsciously hiding their identities. Some
participants married and had children while working stereotypically masculine jobs and crossdressed in secret. Despite some participants’ reports that their identities as women may have
been unconscious, the process of managing their identities was described as challenging given
the need to cope with body-mind dissonance. Eventually, participants who had been biding their
time shifted to the process of transitioning their bodies to their preferred gender. For some, this
was due to reaching a crisis point in which the participant could not continue living with their
body-mind dissonance. For others, life circumstances, such as the loss of their spouses, reduced
the fear of negative consequences in transitioning. Although the author’s sample was composed
of five White transgender women and one who identified as a cross-dresser between the ages of
23 and 61 (M = 48), the narrative analysis provided an enriched understanding of the lived
experiences for transgender individuals in a concise staged-based model that similarly captures
the early experience of dissonance, exploration, and later transition. Like Devor and Lev, this
model falls short in its generalizability given that transgender men, non-binary individuals, and
people of color were not included in the analysis.
In contrast to stage-based models of identity development, narrative perspectives use
personal frameworks to understand one’s gender identity development by making meaning of
their experiences (Kuper et al., 2018). A recent article suggested using a master narrative
approach (McLean & Syed, 2015) to understand transgender identity development (Bradford &
Syed, 2019). Master narratives were defined as “culturally shared stories that tell us about a
given culture, and provide guidance for how to be a ‘good’ member of a culture (p. 320, McLean
& Syed, 2015).” Master narratives were described as stories that individuals used as a framework
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to develop their own experiences. Someone who holds a personal narrative congruent with the
master narrative is accepted, while those who do not are marginalized or oppressed. For
individuals who "deviate" from the master narrative, they face the task of constructing an
alternative narrative, one that aligns with a smaller subgroup in which they find belonging.
Master narratives were considered problematic for marginalized groups as they tried to coconstruct a different narrative to resist the master narrative the dominant culture maintained
(McLean et al., 2018). Bradford and Syed (2019) suggested that master narratives could explore
how transgender individuals navigate identity development against the constraints of the master
narrative of cisnormativity, in which it is assumed that all gender identities are congruent with
one’s sex-at-birth.
Master narratives include five principles (McLean & Syed, 2015). The first principle,
utility, is a foundation of cultural norms based on history, values, and goals of a group in their
culture. Such cultural norms are used by individuals to understand themselves. The second
principle, ubiquity, refers to social norms that are known by a majority of people within culture.
The third principle is invisibility, which conceptualizes master narratives as being unconsciously
adopted by individuals due to their ubiquitous nature. In other words, ubiquity of master
narratives refers to how little effort is required to behave in a way commensurate with dominant
culture. Behaviors become conscious if the person violates such cultural norms. The fourth
principle, compulsory nature, describes master narratives having a moral component in which
someone who lives their lives fitting the master narrative is allowed to do so without criticism or
stigmatization. Someone who behaves in a way that differs from the master narrative is punished.
The compulsory nature of this process refers to the degree in which values aligned with the
master narrative are automatically associated as “good.” The final principle, rigidity, refers to the
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degree to which master narratives resist change, that is, the benefits associated with being part of
the master narrative make changing the values associated with that narrative a challenge. As an
example, marriage is considered to be an important milestone in identity development and is
associated with various contextual factors that maintain its dominant nature, such as court
officials and religious authorities who have power to make marriages official.
Two processes are associated with the master narrative framework (McLean and Syed,
2015). The first is negotiation, in which an individual navigates their identity development in
relation to a larger culture. Negotiation describes how an individual’s identity develops,
remaining connected to the larger culture while also developing an identity that is distinct. The
second process is internalization in which the individual adopts the master narrative into their
personal life story. Due to master narratives existing on a cultural level, individuals internalize
them into their personal narratives. Typically, individuals are unaware of how master narratives
are internalized. Ignoring how culture impacts ones identity development risks the individual
overemphasizing the personal narrative and ignoring the contextual factors. For example, a
transgender woman who struggles with identifying as her sex-at-birth male identity, may try on
women’s clothing in early adolescence, experiencing some comfort unless she is punished by a
parental figure for violating the master narrative that gender is congruent with one’s sex-at-birth.
Rather than view this stigma as a function of cisnormativity being a master narrative (Bradford
& Syed, 2019), the transgender woman internalizes the master narrative by feeling shame for
“violating” the social norm and avoids cross-dressing out of fear of further punishment. Both
negotiation and internalization processes capture the struggle of trans individuals’ identity
development within the contrast of a cisnormative master narrative, emphasizing the threats to
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stigma related to exploring gender identity that violates the master narrative without relying on a
linear progression through a stage-based model.
For transgender individuals, the assumption that cisgender identities were normative
assumed the invisibility and ubiquity principles under the master narrative components (Bradford
& Syed, 2019). Under this assumption, transgender identities were considered abnormal, which
resulted in marginalization in society. Bradford and Syed also considered transnormativity to be
a master narrative, in which nonbinary individuals struggled with their identities having
legitimacy in that, non-binary individuals were considered to be “undecided” with their gender
identities having not identified as male or female. This transnormative master narrative
invalidated the experience by assuming a non-binary individual would eventually “choose” a
binary identity rather than acknowledge that their identity was neither male nor female. The
transnormative master narrative highlights the cultural aspects of identity development in that,
the assumption of gender as binary can also apply to transgender individuals, which impacted
their identity development over time. The master narrative perspective on transgender identity is
more flexible because it captures the oppressed struggles of non-binary transgender individuals
who may experience invalidation of their identity development within the cultural context of a
transnormative master narrative as well as a cisnormative master narrative. What makes a master
narrative approach useful in conceptualizing transgender identity development is that in
comparison to master narratives of cisnormativity and transnormativity, individual narratives for
transgender individuals become more enriched as they navigate resisting and conforming to both
master narratives in order to fulfill their perceived gender identity.
All three stage-based models and narrative models of identity development for
transgender individuals still require empirical support. The narrative approach in particular
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would benefit from further investigation with larger samples given that its early
conceptualization was based on personal experiences of fifteen transgender individuals. It is also
important that such continued research emphasizes understanding the experiences of trans people
of color in order to understand how both racial and gender identities develop. However, each of
the models reviewed here can be useful in understanding the cultural factors that influence how
threatening exploring gender identity can be in a world that adopts a cisnormative viewpoint.
Revisions to these models would redefine gender identity from a singular concept that is
achieved to a more complex concept that allows for fluid identity as well (Diamond et al., 2011).
Diamond and colleagues suggested that more dynamic nonlinear identity developmental models
are needed.
My intention in focusing on Devor’s (2004) model in this paper is due to the model’s
shared conceptual foundation with a core study variable, non-affirmation. In addition, the model
builds off of Nuttbrock, Rosenblum, and Blumensteins’ (2002) concept of affirmation (Kuper et
al., 2018). Nuttbrock, Rosenblum, and Blumenstein described affirmation as a process in which
transgender individuals are affirmed through social interactions with friends, family, and
significant others who recognize the transgender individuals’ gender identity. Devor (2004) and
Nuttbrock and colleagues’ (2002) models utilize the concept of mirroring as it relates to
transgender individuals being witnessed and validated by others, placing emphasis on
transgender identity affirmation occurring through an interpersonal process. Hence, appearance
and expression of desired gender roles are key in affirmation. Again, it should be noted that
focusing on Devor’s model is not meant to imply that such a model that should be applied in
clinical practice for transgender individuals. Focusing on this model is also not meant to be an
endorsement that it appropriately generalizes to all transgender individuals’ developmental
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experience or that it is the best of models reviewed in this section. No singular model discussed
in this section can be identified as the “best” to capture the diverse experiences in identity
development for transgender populations without further research.
Conceptually, Devor’s (2004) model is helpful in defining the transition process in broad
terms that are not limited to completion of sexual reassignment surgery or hormone treatment.
However, questions remain with regards to what protective factors exist for transgender
individuals prior to and during their transition. Another question is how advancement in later
stages of the transition process results in better QOL. That is, what is it about achieving mirrored
needs from others and comfort with one’s identity that improves the QOL of transgender
individuals? Exploration of the concept of affirmation may bring together and more explicitly
address ideas implicitly explored in scholarship on medical gender affirmation and identity
development of transgender individuals.
Affirmation and Non-Affirmation
In this section I will introduce the concept of gender identity affirmation based in social
psychological theory. I first define affirmation and establish a theoretical basis for its
conceptualization. I then provide a summary of one model of affirmation and empirical support
for it. Next I critique the methodological limitations of how affirmation has been operationalized
and discuss how non-affirmation can also be utilized in understanding QOL for transgender
populations. I finally conclude by identifying the need to clarify the difference between
affirmation and social support in order to better understand social support as a protective factor
for QOL.
Affirmation. Affirmation is not a unique experience for transgender populations but
trans-affirmative guidelines of psychological practice have been established for transgender and
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gender nonconforming people (American Psychological Association, 2015) The guidelines
define an affirmed gender identity as “a person’s gender identity after coming out as
transgender/gender-nonconforming or undergoing a social and/or medical transition process” (p.
862). Trans-affirmative practice includes respect, awareness, and support for the needs of
transgender clients. Support from friends, family, and significant others are critical for an
affirmed transgender identity (Nuttbrock et al., 2002). For instance, parents are significant
relationships for transgender individuals in that, affirmation of their identity can further support
the individuals’ self-acceptance (Boswell, 1998). Other significant relationships for transgender
individuals’ identity affirmation include romantic partners, siblings, friends, coworkers, and their
children (Nuttbrock et al., 2002).
The interpersonal factors of affirmation can be traced back to Identity Control Theory
and are consistent with Kohut’s model of identity development (Burke, 1991). The theory
describes identity development as a process that is on a continuous feedback loop dependent on
reflected appraisals from others. Incongruent appraisals from others causes distress, which lead
to changes in behavior in order to receive appraisals that are congruent with one’s identity. As an
example, non-binary individuals may be mis-gendered by their family. As a result, they may
make changes to their appearance by dressing a specific way or seek medical treatment to alter
their physical appearance. The purpose of both responses is to change their appearance in order
to feel comfortable with themselves and also to receive appraisals from others that are congruent
with their identified gender.
Nuttbrock et al. (2002) used Identity Control Theory to conceptualize identity affirmation
as a social process, in which transgender individuals identified and expressed their gender
identity by “[disclosing] to others so as to be recognized by them, performed in the presence of
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others, responded to by others, and supported by others” (p. 5). The authors described four
processes as part of transgender identity and relationships: 1) Identity Awareness 2) Identity
Performance 3) Identity Congruence, and 4) Identity Support. Under Nuttbrock and colleagues’
model, Identity Awareness is a process in which a transgender individual struggles with whether
or not to disclose their identity to others. By remaining closeted, the individual is at risk for more
distress. The process of Identity Performance includes whether or not the transgender individual
expresses their identity within the context of various individual relationships with others, the
failure to do so having a negative impact on their mental health. As an example, a transgender
woman wearing feminine clothing is considered to be engaging in a form of transgender identity
expression that may improve her psychological well-being. Identity Congruence focuses on how
transgender identity is reciprocated from relations who are aware of her identity and witness her
performing as her identity. Refusal to acknowledge her identity may negatively impact her
mental health. Lastly, Identity Support includes the amount of rejection and/or support other
people have for the transgender identity. Rejection content may include ridicule and devaluation
while supportive content can include positive reinforcement and acceptance. What is important is
the reciprocation and support based on relationships in which the transgender individual has
disclosed their identity.
Nuttbrock and colleagues (2009) attempted to develop a quantitative measure of
affirmation by examining the affirming role in relationships, which included parents, siblings,
long-term sexual partners, friends, fellow-students, and coworkers for a sample of transgender
women living in New York City. Transgender identity affirmation was measured in two
dimensions: (a) asking transgender women the number of individuals they had a relationship
with that they were out to by either verbally informing or unintentionally revealing their gender
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identity and (b) asking participants the percentage of times the aforementioned relations treated
them the way they wanted to be treated in regards to their gender identity. The authors reported
that gender affirmation was more likely in relationships that transgender women achieved, such
as friends or significant others, compared to ascribed relationships such as family members.
They suggested that achieved relationships may have provided more affirming experiences due
to transgender individuals being able to select and maintain relationships that reciprocated their
gender identity. No specific examples of gender identity affirmation from relations were
provided.
A follow-up study utilizing the same sample examined the relationship between negative
or disparaging reactions to transgender women’s identity disclosures and major depression
(Nuttbrock et al., 2012). The experience of negative or disparaging reactions, defined as gender
identity conflict, was statistically significantly associated with major depression for transgender
women who experienced negative reactions to their gender identity from family, friends, and
sexual partners across different life stages (early adolescence to middle age). Odds ratios for
depression were statistically significantly higher for gender identity conflict from parents (1.29
to 1.35), siblings (1.30 to 1.29), and sex partners (1.36 to 1.57). Odds ratios for friends was
statistically significant in early/young adulthood only (1.34). Gender identity affirmation in
relationships such as family, friends, and sexual partners was statistically significantly associated
with lower odds of major depression. Odds ratios for depression were lower for gender identity
affirmation from parents (0.72 to .84), siblings (0.72 to .75), and sex partners (0.66 to 0.76).
Odds ratios for friends was statistically significant for late adolescence only (0.77). These
findings seem to provide support for positive and negative aspects in affirmation and nonaffirmation as they relate to acceptance and devaluation of a transgender individual’s identity
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(Nuttbrock et al., 2002). However, Nuttbrock and colleagues’ approach in measuring gender
identity affirmation and gender identity conflict was limited in terms of its use as a quantified
measure. The authors used an interview protocol to measure past experiences of gender identity
affirmation and gender identity conflict. Copies of the original interview protocol could not be
obtained from the author, preventing identification of the criteria for gender identity affirmation
and gender identity conflict. Further complicating this limitation is that there appear to be no
existing scales that measure gender affirmation in the context of interpersonal relationships.
Despite this gap in research, affirmation is still an important factor as it appears to be an ongoing
process throughout a transgender individual’s life that occurs before, during, and after
transitioning to their identified gender. Understanding some conceptualization of the affirmation
process for purposes of research is important in order to better understand how the transition
process and identity development may influence QOL.
Non-affirmation. Disparaging or negative reactions for a transgender individual’s
identity from friends, family, or romantic partners are what Burke’s (1991) theory would
conceptualize as identity disruptions that cause distress. Distress from disruptive feedback
related to transgender identity has been conceptualized as a distal stressor for transgender
populations under the minority stress model (Meyer, 2003; Testa et al., 2015). Testa and
colleagues recently developed six items based on reported experiences of transgender and
/gender-nonconforming people, such as being forced to present as a gender they did not identify
with and being referred to by the wrong pronoun (Grant et al., 2010) and combined them into a
subscale named Non-Affirmation of Gender Identity. Non-affirmation was described as a
situation in which a transgender individual’s gender identity is not affirmed by others (Testa et
al., 2015). These situations included instances where a transgender individual must repeatedly
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correct people for using incorrect pronouns or work hard to be “hypermasculine” or
“hyperfeminine” in order for people to accept their gender. Non-affirmation may vary depending
on the context of the relationship for that transgender individual. This conceptualization is
commensurate with what was described as identity rejection in the Identity Support process
(Nuttbrock et al., 2002), in that non-affirming situations are disruptions to a transgender
individual’s identity that may cause distress. Although it is unclear if non-affirmation is the
opposite of affirmation of gender identity, given the current state of the literature, the NonAffirmation of Gender Identity subscale seems to best capture the interpersonal experience of
transgender identity as it relates to distress caused by relations who are non-affirming to the
transgender individual.
The Non-Affirmation of Gender Identity subscale has been utilized as an indicator of
affirmation to investigate its role as a mediator between desire for medically affirmative
treatment and eating disorder symptoms (EDS) for a sample of transfeminine and transmasculine
individuals (Testa et al., 2017). Medically affirmative treatment included genital surgery, chest
surgery, hysterectomy, hair removal, and hormone therapy. Body Satisfaction was also
investigated as a mediator, using the Body Areas Satisfaction Scale. A total of 442 trans
participants (154 transfeminine; 288 transmasculine; Mage = 32.49) were recruited. All
participants indicated a desire or access to medically affirming treatment.
Testa and colleagues (2017) reported that the mediation path between Non-Affirmation
of Gender Identity and Body Satisfaction was statistically significant for genital surgery (b = 1.11, p <.05), hormone therapy (b = -1.17, p <. 05), and hair removal (b = -0.80, p <.05) with
eating disorder symptoms for transfeminine participants. Non-Affirmation of Gender Identity
and Body Satisfaction also had a statistically significant indirect path for genital surgery (b = -
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1.11, p <.05), chest surgery (b = -1.52, p <.05), hormone therapy (b = -1.57, p <.05), and hair
removal (b = -1.05, p <.05) for transmasculine participants. The reported results suggest that
medically affirmative treatment reduced non-affirming experiences reported by participants,
which resulted in reported increased body satisfaction. This reported indirect path was
statistically significant in predicting fewer reported EDS. These findings were significant after
controlling for age, education and household income. This finding is important as it provides
support that non-affirmation from others, not body satisfaction, is a key mechanism for
medically affirmative treatment in reducing symptomology. In other words, Non-Affirmation of
Gender Identity seems to be an important mechanism explaining the positive association between
medically affirmative treatment and body satisfaction.
Testa and colleagues’ (2017) findings suggest that the desired outcome of medically
affirmative treatment is reducing non-affirming incidents, which result in increased body
satisfaction and fewer eating disorders. Authors also added that affirmation from others may not
be the only step involved in medically affirmative treatment as one's satisfaction with their body
may occur regardless of affirmation. However, unlike body satisfaction, the relationship between
QOL and non-affirmation may be chronic as non-affirmation manifests outside of a transgender
individual's own internal experience.
Non-affirmation and quality of life. To integrate the previous QOL literature with the
concept of non-affirmation, medical affirmation itself may not have acted as a protective factor
for QOL as previous literature suggests (Nobili et al., 2018) . Even if transgender individuals do
feel more affirmed post-treatment, continued identity threats from friends, family, or significant
others may result in anxiety and depression. When these non-affirming situations threaten the
transgender individual’s identity, they may require more gender affirming experiences to cope
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(Sevelius, 2013). In order to reduce the distress from non-affirming appraisals, the transgender
individual may seek relationships with people who will affirm their identity. However, if the
individual cannot find affirming relationships, the distress from these non-affirming appraisals
may result in avoidant coping mechanisms. Lacking affirmative experiences to counter the nonaffirmative experience, the transgender individual may engage in risky gender affirming
behaviors to reduce identity threat. This can include engaging in sex work, sex under the
influence of drugs and alcohol, sharing needles for injection drugs, or using non-prescription
hormones (Sausa et al., 2007). As an example, for some transgender women who are forced to
leave their homes due to rejection of their identity, they find affirmation in being objectified
from sex work as the sexual encounters may validate their feminine identity (Sevelius, 2013).
However, they may still experience poor QOL as a result of risk factors such as police
harassment and forced unprotected sex (Nemoto et al., 2015; Sausa et al., 2007). Regardless if
the individual has received medically affirmative treatment, if they experience non-affirmation
from friends, family, or significant others, their QOL may suffer if they decide to cut ties with
these relations due to the non-affirming encounters causing distress. What is unclear is if nonaffirmation of gender identity is so distressing that it negatively influences the protective factors
social support has for QOL.
The potential complexity of the effects of social support and affirmation of gender
identity is illustrated in a study by Glynn and colleagues (2016). These authors report
investigating the protective effects gender affirmation might have against negative psychological
symptoms. They reported a statistically significant negative relationship between family support
and depression (B = -6.07, p <.01). They also reported a statistically significant positive
relationship between family support and self-esteem (B = 0.90., p <.01). Although the authors
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defined the construct of interest as social affirmation, actual survey items asked participants
about their perceived support from family. The authors did not specify if this support specifically
included affirmation of gender identity. The distinction between affirming and non-affirming
interactions in relationships is complex, particularly with family. One family member may affirm
a transgender individual’s identity by accepting their identity while another family member may
respond with non-affirming behavior by reacting with indifference or rejection (Jefferson et al.,
2013; Koken et al., 2009). Furthermore, support from family may not be possible for transgender
individuals who are rejected from family after their identity has been disclosed (Glynn et al.,
2016; Grant et al., 2011; Koken, Bimbi, & Parsons, 2009; Snapp, Watson, Russell, Diaz, &
Ryan, 2015; Trujillo et al., 2017).
When considering that Nuttbrock and colleagues’ (2002) model refers to affirmation as
an interpersonal process, it seems affirmation can be confused with social support. The
difference between the two is that the former is more salient for transgender populations as it
relates to their gender identity. Someone who receives support from friends may still experience
non-affirming interactions that they find hurtful (Galupo, Henise, et al., 2014). While gender
affirmation has been identified as a potentially core predictor of QOL for transgender
populations, it is still important to understand the broader role of social support as a protective
factor for QOL for transgender populations (Başar et al., 2016; Gómez-Gil et al., 2014; Nobili et
al., 2018). In order to distinguish between affirmation and social support, in the next section, I
will review the literature on social support for transgender populations and then discuss how
different relationships are unique in providing support.
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Social Support
In order to distinguish social support from affirmation, I will begin this section with a
discussion of how social support has been defined. Differences between perceived, received,
instrumental, and emotional support are reviewed. Following the definition, I provide a brief
overview of social support from friends, family, and significant others for transgender
populations. I also provide a review of literature on support from communities given that
LGBTQ communities may be an alternative form of support when transgender individuals lack
connections with friends or family. I will also briefly discuss the role online support has for
transgender individuals. I conclude this section by reviewing a specific scale of perceived social
support used in transgender research. I will also highlight gaps in the literature using this
particular scale as it relates to affirmation and make recommendations for the current research
question.
Social support types. Social cognitive perspectives on social support focus primarily on
perceived support from others (Cohen, Gottlieb, & Underwood, 2000). An individual’s belief
about the support they receive shapes their preexisting belief about behaviors that are supportive
and memories of support from others. Social support also acts as an indirect effect on better
health by promoting self-esteem. In addition to perceived support, social support can also be
measured in terms of support people report receiving from others (Vangelisti, 2009). Thus,
perceived support is perceived availability and adequacy of social support while received support
is the quantity and quality of support given. Of the two, much of the literature indicates that
perceived social support appears to have a stronger association with stress and depression
compared to receive support (Barrera, 1986; Gottlieb & Bergen, 2010; Santini et al., 2015).
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In a meta-analysis of fifty-one studies on social support, Santini and colleagues (2015)
reported that perceived support consistently acted as a protective factor against depression while
evidence of received support was mixed. Out of 35 studies that selected perceived social support
as an indicator, 32 reported statistically significant associations between perceived support and
depressive symptoms, with higher levels of perceived support acting as a protective factor
against depression and lower levels of perceived social support being associated with a higher
likelihood of depression. Received instrumental support was utilized in ten studies, with 2
studies reporting received instrumental support as a protective factor against depression. Three
studies reported that received instrumental support was a risk factor for depression. For instance,
one study (Bisschop, Kriegsman, Beekman, and Deeg, 2004) reported that received emotional
and. instrumental support was statistically significantly positively associated with more
depressive symptoms for a sample of 2,288 adults between the ages of 55 and 85 with chronic
illness. In other words, people who reported receiving more emotional and instrumental support
reported more depressive symptoms. An alternative explanation may also have been possible that
this sample had a higher perceived need for instrumental support given their depressive
symptoms instead of more instrumental support predicting more depressive symptoms.
A sample of 700 college participants were recruited in a study that reported perceived
social support was a statistically significant moderator between negative life events and physical
health for both males ( r2 = -.11, p <.05) and females (r2 = -.14, p <.05; Szkody & McKinney,
2019). Participants with reported high perceived social support had significantly better physical
health. Received support did not moderate the same relationship between negative life events and
physical health for males and females. Perceived support has also reportedly had a stronger link
with mental health compared to received support (Eagle et al., 2019). In a sample of 1,139 clergy

70

members, the statistically significant relationship between received support and depression
accounted for a smaller proportion of variance (R2 = 0.02) compared to perceived social support
(R2 = 0.35). Another study reported that while received social support accounted for some of the
variance reflected in the significant positive relationship between perceived support and positive
affect, the correlation between perceived support and positive affect remained strong after
controlling for received social support ( ρ = .49; SE = .03), suggesting that perceived support has
a more robust link to mental health (Lakey et al., 2010).
One possible explanation for why perceived support appears to have a stronger link with
mental health outcomes compared to received support could be related to whether or not received
support is actually wanted (Vangelisti, 2009). For individuals who receive support, they may
interpret such support as negative, such as in instances where they might feel embarrassed for
receiving it. In other instances, individuals may not see received support as actually helpful.
Thus, the perception of support that is available might have more positive psychological
influences in that, the individual perceives this support to actually be helpful and wanted, even if
it is not as readily available as received support.
Social support can be conceptualized in different functions, such as emotional or
instrumental support, or it can refer to general support from others. Instrumental support
generally refers to practical or material forms of support, such as doing a task for someone or
lending something to borrow (Kliem et al., 2015). Instrumental support may also include basic
help such as offering transportation to medical appointments or providing information to
transgender individuals (Pinto, Melendez, & Spector, 2008). Other support might include basic
care needs such as help running errands, housing, or assistance with emergencies (FredriksenGoldsen, 2014; Graham, 2014). Support can also be emotional, such as help in making decisions
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or through interpersonal interaction (Budge et al., 2017; Budge, Katz-Wise, et al., 2013). Such
emotional support may include feeling accepted by others, people having access to someone they
feel comfortable expressing their feeling to, and knowing someone with shared interests (Kliem
et al., 2015). Factors distinguishing instrumental from emotional support are that instrumental
support relates to people who can offer help to an individual while emotional support refers to
people who provide comfort related to the individual that promotes a sense of being liked by
others (Schulz & Schwarzer, 2003). Generalized experiences of social support are measured by
asking individuals about broad situations in which an individual perceives support from family,
friends, neighbors, and significant others instead of concrete situations (Lin et al., 2019). Lin,
Hirschfeld, and Margaf measured these generalized experiences based on perceived social
support, supporting the emphasis on measuring the individual’s perception of support rather than
received support.
Social support for transgender populations. Social perspectives on support emphasize
general indicators of perceived support for individuals. In QOL research for transgender
populations, social support has typically been defined in terms of perceived social support from
friends, family, and significant others (Başar et al., 2016; Gómez-Gil et al., 2014). Several
studies have indicated that transgender individuals with more social support experienced less
mental health difficulty and higher QOL (Başar et al., 2016; Pflum et al., 2015; Trujillo et al.,
2017). For transgender populations facing a variety of barriers, support from friends or family
has reportedly been their primary source of coping (Stewart, O’Halloran, & Oates, 2017). In
particular, family relationships were identified by the authors as most critical, noting that having
the ability to communicate openly with family members resulted in transgender individuals being
able to cope against negative experiences during the transition process. In a study investigating
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discrimination, suicidality, and mental health for a sample of transgender/gender non-conforming
individuals, Trujillo and colleagues (2017) reported that support from significant others
moderated the relationship between harassment and rejection and suicidal ideation. Higher social
support from a significant other reduced the positive association between harassment and
rejection and suicidal ideation. Positive correlations between total support from friends, family,
and significant others and all four QOL domains on the WHOQOL-BREF have been reported as
well (Başar et al., 2016).
Social support is also an important factor related to QOLQOL and well-being for
transgender and non-binary youth. In a study measuring support, well-being, and QOL for
transgender and non-binary youth, family support was statistically significantly positively
associated with likelihood of living as one's affirmed gender (Odds Ratio =1.22, p = .045)
support from friends and significant others were not (Weinhardt et al., 2019). Family support
was also associated with better mental health (OR: 0.76, p = .024) in that transgender and nonbinary youth were less likely to report poor mental health compared to those with less family
support. Authors also conducted a multiple regression analysis identifying predictors of quality
of life. Both friend (b = 3.32, p = .002) and family support (b = 3.42, p<.001) were positively
associated with quality of life. Friend support was also positively associated with connectedness
(b = .90, p =.001,) pride (b = .90, p = .05), and meaning of life ( b = 2.41, p = .001). That both
support from friends and family each contribute to predicting higher quality of life for
transgender and non-binary youth suggests that while social support is a protective factor in
understanding QOLQOL, the source of support may also be important.
Community support. Connection to communities of other transgender indiiduals has
also been a source of support for transgender populations (Stanton et al., 2017). Participation in
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LGBT communities provides opportunities for transgender individuals to build relationships with
other transgender friends and LGBT affiliated friends. Transgender communities have reportedly
provided both support and education for transgender individuals (Levitt & Ippolito, 2014).
Belongingness to the transgender community has also been reported to mediate the relationship
between gender identity and psychological well-being (Barr, Budge, and Adelson, 2016). These
findings suggest that transgender individuals who strongly identify with their transgender
identity experience better psychological well-being as a function of being connected with other
transgender community members.
Pflum and colleagues (2015) attempted to distinguish between general support and
support from the transgender community. Transgender community connectedness (TCC) was
measured utilizing the Community Connectedness subscale from the Gender Minority Stress and
Resilience Measure (GMSR; Testa et al., 2015). While general support was reported to have a
significant negative relationship with anxiety and depression for transgender male (Depression: β
= -.312, p <.001; Anxiety: β = -.162, p <.001) and female spectrum (Depression: β = -.234, p
<.001; Anxiety: β = -.391, p <.001) identified participants, the same relationship for transgender
Community Connectedness was confirmed for transgender female spectrum participants only
(Pflum et al., 2015). Authors suggested that transgender female spectrum participants may have
sought social support more readily than transgender male spectrum participants based on genderconstructed norms for coping skills. Also of note was that no statistically significant differences
in transgender community support were found across urban, suburban, small town, and rural
living environments, suggesting that regardless of whether or not transgender individuals lived in
an isolated location, access to transgender communities was possible either in-person or through
internet-based communities.
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Pflum and colleagues (2015) found a marginally significant small effect for trans male
ethnic minority participants in the study having lower TCC scores ( M = 10.29) compared to
Caucasian participants ( M = 11.77). Authors posited that marginal significance was reached due
to combining all ethnic minority participants into one category rather than examining differences
between individuals from different ethnic backgrounds. While not statistically significant, this
finding may emphasize the importance of researchers considering differences in social support
for transgender people of color rather than assuming they will access support from LGBTQ
communities (Brooks, 2016; Graham, 2014). As previously mentioned, transgender people of
color reported finding more support from racial communities than LGBTQ communities. For
example, researchers have suggested that faith communities have a strong presence within the
Black community and may be seen as more supportive due to their emphasis on racial group
membership (L. D. Follins et al., 2014). This does not mean that transgender communities of
color are nonexistent. Such communities have reportedly provided a sense of belongingness and
representation for transgender people of color who were able to locate these communities (Levitt
& Ippolito, 2014).
Another study divided social support into three categories, engagement with the LGBT
community, connectedness with the LGBT community, and family support (Stanton et al., 2017).
The authors examined a sub-set of their sample to focus on transgender and gender nonconforming participants. Connectedness with the LGBT community included political events,
social events, and community-based content that included print and the internet, and donating to
organizations. In contrast, engagement with the LGBT community included participation in
political events, social events, and consuming community-based media. Although all three
variables of support were statistically significant predictors of well-being in bivariate regression
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analysis, community connectedness was the only variable reported to be a statistically significant
independent predictor after controlling for demographic variables. The finding highlights the
positive impact connection to other sexual and gender minorities has for providing a sense of
belongingness that family support may be unable to provide.
Researchers have also investigated the use of online-support for transgender communities
(Cipolletta et al., 2017). Online support has been suggested as an alternative when family and
friends support was non-existent due to judgement or ostracism. Online support was reported to
be particularly helpful for younger transgender individuals who felt safer to disclose their
identity within an online community (Maguen et al., 2007). Additionally, Cipolletta et al. (2017)
discussed the wealth of information online support offered such as appropriate dosage for
hormone treatment, legal advice, and psychological support. Online help is unique in that some
transgender individuals may feel safer expressing themselves without fear of embarrassment in
revealing their physical appearance, thus making it a preference compared to in-person
interaction.
Social support and affirmation. The aforementioned research highlights how sources of
social support can come from relationships, communities, or the internet. The majority of
research on social support for transgender populations utilized the Multidimensional Scale of
Perceived Social Support (MSPSS; Başar & Öz, 2016; Kuper, 2015; Valentine & Shipherd,
2018; Ybarra, Mitchell, Palmer, & Reisner, 2015; Zimet, Dahlem, Zimet, & Farley, 1988).
Although the MSPSS has been used in multiple studies to capture the perceived support for
transgender populations from friends, family, and significant others, it fails to ask participants
about perceived affirmation or non-affirmation in these relationships.
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Emotional support and affirmation may be similar in that transgender individuals feel
accepted from social support and affirmation of their identity. However, where affirmation and
support may differ are in regards to non-affirmation of gender identity as that may disrupt the
protective effects of social support. One participant in Budge, Katz-Wise, Tebbe, Howard,
Schneider, and Rodriguez’ (2013) study reported experiencing emotional support from her
partner while also experiencing fear of the possibility that her partner would leave if she
disclosed her gender identity. Similar experiences have been described by transgender
participants who had cisgender or heterosexual friends (Galupo, Bauerband, et al., 2014).
Although some cisgender and heterosexual friends reportedly offered support, these relationships
reportedly had negative aspects that included some who use insensitive language related to a
transgender individual’s identity or an inability to understand their experiences. Transgender
individuals have also reported distancing themselves from friends who engaged in non-affirming
behaviors like refusing to use their appropriate pronouns (Galupo, Krum, et al., 2014).
Although friends, family, and significant others can provide support for transgender
populations, non-affirming interactions may negatively impact the benefits of support. It is
possible that support from a relationship, such as a family member, can co-exist with conflict
pertaining to the individual’s gender identity (Nuttbrock et al., 2012). Specifically, one family
member may affirm one’s gender identity while another may react with ambivalence.
Transgender individuals may not be able to risk losing general social support from friends,
family, or significant others who may be non-affirming to their gender identity. Social support
has been established as another protective factor for QOL for transgender populations, making it
an important construct to understand as an important alternative to medically affirmative
treatment (Başar et al., 2016; Nobili et al., 2018). If transgender individuals in need of social
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support believe they must maintain their relationships with people who are non-affirming to their
gender identity, how does this affect their QOL?
Conclusion and Purpose of Study
The link between medically affirmative treatment and higher QOL scores required a
comprehensive review on the literature for transgender populations, standards of care, QOL,
transitioning, identity development, affirmation, and perceived social support. Devor’s (2004)
developmental model discussed gender dysphoria as a distressing experience attributed to the
incongruence of one’s external appearance with their internal gender identity. As such, one
recommended intervention was medically affirmative treatment such as hormone treatment or
sexual reassignment surgery. The majority of research on QOL has focused on changes in QOL
for transgender populations after receiving medically affirmative treatment. However, this
process is long, costly and may be inaccessible to transgender individuals who have limited
resources. In addition, the research on QOL indicates that transgender individuals who have
received hormone treatment or sexual reassignment surgery continue to experience poor QOL.
Discrimination and stigmatization negatively impact QOL and remain pervasive throughout the
transition process. Medical procedures to treat gender dysphoria are just one solution.
Practitioners must identify additional protective QOL factors for transgender individuals given
that their marginalized status results in additional risk factors affecting QOL unrelated to gender
dysphoria.
One intended outcome for medically affirmative treatment is to receive affirming
reactions from people to whom transgender individuals disclose their identity.
Acknowledgement of a transgender individual’s realized identity provides an emotionally
affirming breakthrough. Negative or devaluing reactions to a transgender individual’s identity
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can be emotionally harmful. Both affirming and non-affirming interactions exist for individuals
across multiple relationships. Environmental factors may also impact gender affirmation and
access to specific social supports. For instance, transgender people of color may rely on spiritual
communities and family instead of LGBTQ communities that are predominately White (Brooks,
2016). Other transgender individuals may be forced to rely on friends instead of their original
family for support, but may still experience being mis-gendered by these friends (Galupo,
Henise, et al., 2014). The effect of non-affirmation on social support for transgender populations
is important to investigate because social support has been identified as another protective factor
for transgender QOL (Nobili et al., 2018).
Existing research on the relationship between social support and QOL for transgender
individuals primarily focuses on perceived general support, that is support that transgender
individuals believe is available to them. Affirmation and social support have been used
interchangeably, which limits our understanding of the role perceived social support has on
QOL. In addition, since non-affirmation can exist in supportive relationships, it is unclear how
this affects the relationship between one’s perceived social support and their perception of their
QOL. The purpose of this study addresses the question, does non-affirmation influence the
relationship between social support and QOL? More specifically, do scores on the NonAffirmation of Gender Identity subscale (Testa et al., 2015) moderate the relationship between
the MSPSS total and the four QOL domain scores on the WHOQOL-BREF and scores on the
DASS? Addressing this issue answers recommendations to better understand social support as a
protective factor for quality of life (Bockting et al., 2016). To answer the research questions, I
will test the following hypotheses:

79

1. Scores on the MSPSS total will have a statistically significant positive relationships with
QOL domain scores.
2. Scores on the MSPSS total will have a statistically significant negative relationships with
DASS-21 total scores.
3. Non-Affirmation of Gender Identity scores will moderate the relationship between the
MSPSS total and QOL domain scores.
4. Non-Affirmation of Gender Identity scores will moderate the relationship between the
MSPSS total and DASS-21 total scores.
In addition to the primary hypotheses, a secondary goal of this study is to understand how
specific sources and types of support predict health and well-being. Specifically, the MSPSS
subscale scores will be utilized as predictor variables for QOL and well-being. In addition, to
measure types of support, the emotional and instrumental social support subscales from the
Berlin Social Support Scales (Schulz & Schwarzer, 2003) will also be utilized as predictor
variables for QOL and well-being.
An exploratory goal for this study is to identify potential questions that capture
Affirmation of Gender Identity based on Nuttbrock and colleagues’ (2002) model of affirmation.
Although these items will not be used for hypothesis testing, it is important to begin establishing
measures of Affirmation of Gender Identity to distinguish it from social support. Questions were
designed based on the Identity Support framework from Nuttbrock and colleagues’ model. The
focus of the questions is on instances in which transgender participants’ felt their identity was
affirmed by others. Additional details in regards to Affirmation of Gender Identity questions are
discussed in the next chapter. Finally, another exploratory goal is to further explore the concept
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of transition, specifically utilizing the Transgender Congruence Scale as an indicator of
perceived transition status for transgender populations.
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CHAPTER III
METHOD
The following chapter discusses the procedures utilized in collecting data. First, a
description of the total sample size is provided. Following this section is a list of the
questionnaires administered, including their psychometric properties and a brief literature review
for each survey. The last section describes the procedures utilized in recruiting participants and
collecting data. The procedure for determining sample size, inclusion criteria, and exclusion
criteria are discussed. Following this is a description of the selected recruitment method. A
description of how the online study was created is discussed, including how participants would
access the survey and how informed consent was presented. Steps towards receiving IRB
approval are also discussed. I also describe the chosen research design used to test for
moderation and explains the statistical techniques that would be used for the primary, secondary,
and exploratory analyses.
Participants
This study examines data from 167 eligible respondents who identified as
transgender/gender-nonconforming individuals currently living in the U.S. Participants who were
eligible were people of at least 14 years or older who identified as transgender and lived in the
U.S. A total of 212 participants attempted to complete the survey. Five cases reportedly did not
currently live in the U.S. and were excluded from the main analysis. Two additional cases
indicated that they did not identify as transgender (their reported sex-at-birth was congruent with
their gender identity) and were excluded from primary analysis.
Of the excluded cases, hirty-seven discontinued taking the survey at some point in time,
resulting in greater than 10% of incomplete responses to survey items, and were excluded from
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primary analysis. Within these cases, sixteen opened the study but completed no questions and
had a mean duration time of 1.15 (SD = 1.43) minutes spent taking the survey. Based on the low
average time, it appears that this subset of cases consented to the study but then discontinued it
for unknown reasons. In addition, eight more participants answered questions on the
demographic survey and did not complete any other survey items. The mean duration for these
participants was 328.79 (SD = 905.91) minutes. The remaining thirteen cases completed some
but not all surveys, resulting in incomplete data for the TCS total (N = 7), MSPSS Total (N = 8),
Non-affirmation of Gender Identity total (N = 8), WHOQOL Physical (N = 6), WHOQOL
Psychological (N = 6), WHOQOL Social (N = 6), WHOQOL Environmental (N = 6), DASS21
Total (N = 8), Affirmation total (N = 6), BSSS Emotional total (N = 3), BSSS Instrumental (N =
3), and GMSR total (N = 10) scores. The mean duration for these participants was 45.54 (SD =
74.79) minutes.
Previous literature of participant dropout for online psychological research suggests that
approximately 10% of participants can be expected to dropout immediately with an additional
2% dropping out for every 100 items within a survey based on a study of 1,963 undergraduates
completing one of six web-based surveys (Hoerger, 2010). As Hoerger suggested, most
participants within this study appeared to drop out shortly after consenting to filling out the
survey. Unexpectedly, an additional 7% of cases dropped out having partially completed the
survey items, which is 5% higher than Hoerger’s findings. Although the percentages of dropout
cases was higher, comparisons of data from this study are limited due to several differences.
Specifically, the sample size in Hoerger’s study was larger and was comprised of undergraduate
college students, while this study recruited transgender/gender-nonconforming individuals in the
U.S.
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Outliers were examined by running frequency and descriptive statistics in SPSS. One
outlier identified was examined after identifying an extreme pattern of scores in which the
participants responded,with the lowest possible rating for all items or the highest possible rating
on all items on some of the subscales (MSPSS and Non-affirmation of Gender Identity). In
further examination of this case, it was also noted that participant’s total survey time occurred
over two days. In considering these factors it was determined to omit this case from the analysis
given that their pattern of responses appeared to be extreme in addition to their test-taking time
being significantly longer (over 3+ standard deviations) than the average time. Each factor on its
own would not have resulted in omitting this case from analysis but in considering that both of
these factors were noted in this case suggested it as an outlier. Table 1 contains frequencies for
all background variables.
Participants were asked to describe their gender identity in their own words. To recognize
gender as multiple identities, participants were allowed to select multiple gender identity
categories, thus the total numbers presented will exceed 167. Fifty-eight participants (34%)
identified as transgender male/male/trans male, 47 (28.1%) identified as transgender
female/female/trans female, 36 (21.6%) identified as genderqueer, 58 (34.7%) identified as nonbinary, 4 (2.4%) identified as Two-spirit, 15 (9%) identified as gander, 17 (10.2%) identified as
Gender fluid, 3 (1.8%) identified as Bi-gender, 2 (1.2%) identified as Third Gender, and 6
(3.6%) identified as Other.
The majority of the sample (154; 92.2%) identified as White. Thirteen (7.8%)
participants reported being of Hispanic, Latino, or Spanish origin. Of this group, 5 (3%)
identified as Mexican, 3 (1.8%) as Puerto Rican, 3 (1.8%) as Mexican American, and 4 (2.4%) as
of Other Hispanic Origin. Five participants (3%) identified as Black or African American, 6
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(3.6%) were American Indian or Alaskan Native, 2 (1.2%) were Asian Indian, 3(1.8%) were
Chinese, 1 (.6%) was Korean, 2 (1.2%) were Filipino, 1 (.6%) identified as Japanese, 1 (.6%)
identified as Other Pacific Islander, 9 (5.4%) identified as Multiracial, 5 (3%) identified as
Biracial, and 7 (4.2%) identified as Racial Identity Other.
For sexual orientation, 29 (17.4%) identified as Gay, 18 (10.8%) identified as Lesbian, 17
(10.2%) identified as Same-gender attraction, 52 (31.1%) identified as Bisexual, 67 (40.1%)
identified as Queer, 13 (7.8%) identified as Heterosexual, 21 (12.6%) identified as Asexual, 46
(27.5%) identified as Pansexual, and 13 (7.8%) identified as Other (Dem-pansexual, Demisexual,
Demisexual/Quoisexual Lesbian, Androromantic bisexual, Queer or Polysexual).
Participant age (M = 30.34, SD = 12.32) ranged from 14 to 70. In regards to region, 17
lived in the Pacific (10.2%), 13 lived in the Western (7.8%), 79 lived in the Midwestern (47.3%),
26 lived in the Southern (15.6%), and 32 (19.2%) lived in the Northeastern region of the United
States. Type of community was also reported, with 14 (8.4%) of participants living in a rural
area, 38 (22.8%) in a small town, 50 (29.9%) in a suburban area, and 65 (38.9%) in an Urban
area.

Table 1
Background Information
Name
US Region
Pacific Region
Western Region
Midwestern Region
Southern Region
Northeastern Region
Sex-assigned-at-birth
Male
Female
Intersex
Gender Identity

N

%

17
13
79
26
32

10.2%
7.8%
47.3%
15.6%
19.2%

50
116
1

29.9%
69.5%
0.6%

Name
Type of Area
Rural Area
Small Town
Suburban Area
Urban Area

Have you ever taken hormones?
Yes
No

If so, are you currently taking them?

85

N
14
38
50
65

%
8.4%
22.8%
29.9%
38.9%

102
65

61.1%
38.9%

Table 1. Continued
Trans Male
Trans Female
Genderqueer
Nonbinary
Two Spirit
Agender
Gender fluid
Bi Gender
Third Gender

58
47
36
58
4
15
17
3
2

34.7%
28.7%
21.6%
34.7%
2.4%
9.0%
10.2%
1.8%
1.2%

Other

6

3.6%

Racial Identity
White
Black
or
African
American
Mexican Mexican or
Mexican American
Puerto Rican
Other Hispanic Origin
American Indian or
Alaskan Native
Asian Indian
Chinese
Korean
Filipino
Japanese
Other Pacific Islander
Multiracial
Biracial
Other
Orientation
Gay
Lesbian
Same-gender attraction
Bisexual
Queer
Heterosexual
Asexual
Pansexual
Other
Relationship Status
Single
Partnered
Civil Union
Married
Separated
Divorced
Widowed

154
5

92.2%
3.0%

8

4.7%

3
4
6

1.8%
2.4%
3.6%

2
3
1
2
1
1
9
5
7

1.2%
1.8%
0.6%
1.2%
0.6%
0.6%
5.4%
3.0%
4.2%

29
18
17
52
67
13
21
46
13

17.4%
10.8%
10.2%
31.1%
40.1%
7.8%
12.6%
27.5%
7.8%

55
55
1
32
1
6
1

32.9%
32.9%
0.6%
19.2%
0.6%
3.6%
0.6%

Yes
No
No but I want to

94
6
2

56.3%
3.6%
1.2%

26
11
28

15.6%
6.6%
16.8%

28
138

16.8%
82.6%

65
28

38.9%
16.8%

Not Sure

45

26.9%

Education
Middle School
Some high school
High School
Some college
Associate’s degree
Bachelor’s degree
Master’s degree
Doctoral degree

1
10
12
63
12
38
27
3

0.6%
6.0%
7.2%
37.7%
7.2%
22.8%
16.2%
1.8%

2
4
1
1
1
5

1.2%
2.4%
0.6%
0.6%
0.6%
3.0%

48
43
25
19
6
8
4

28.7%
25.7%
15.0%
11.4%
3.6%
4.8%
2.4%

33
31

19.85
18.6%

If no, do you wish to take hormones?
Yes
No
Not Sure
Have you ever undergone sexual
reassignment surgery? A
Yes
No
If no, do you wish to undergo surgery?
Yes
No

Parent Annual Income
$15,000 - $29,999
$50,000 - $74,999
$75,000 - $99,999
$100,000 - $150,000
Over $150,000
Unknown
Annual Income
Under $15,000
$15,000 - $29,999
$30,000 - $49,999
$50,000 - $74,999
$75,000 - $99,999
$100,000 - $150,000
Over $150,000
Employment Status
Unemployed
Part-time
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Table 1. Continued
Open Relationship

16

9.6%

Full-time
Seasonal
Freelance/Contractual
Retired
On disability
Homemaker or full-time parent
Self-employed, own your own business
Self-employed, contract worker
Other

Housing
Homeowner
27
16.2%
Renter
98
58.7%
Homeless
2
1.2%
Living with family
35
21.0%
Living with friends
5
3.0%
People can tell I’m
TGNC even if I don’t
tell them
Always
8
4.8%
Most of the time
25
15.0%
Sometimes
55
32.9%
Occasionally
46
27.5%
Never
33
19.8%
Note: N = 167
TGNC = Transgender/Gender-nonconforming
a
1 case was missing

66
1
4
3
8
3
4
3
11

39.5%
0.6%
2.4%
1.8%
4.8%
1.8%
2.4%
1.8%
6.6%

Participants were asked about medically affirmative treatments. For hormones, 102
(61%) participants reported ever taking hormones and 65 (39%) had not. Of the 102 who did
take hormones 92% (N = 94; 56.3% total sample) reported currently taking them, 6% (N = 6;
3.6% of total sample) were not currently taking them, and 1% (N = 2; 1% of total sample) were
not taking them but wanted to. Of the 65 participants who were not taking hormones, 40% (N =
26; 15.6% of total sample) reported that they wished to take hormones, 17% (N = 11; 6.6% of
total sample) did not wish to take them, and 43% (N = 28; 16.8% of total sample) were not sure.
In regards to surgery, 28 (17%) participants indicated having ever undergone surgery and 138
(83%) did not. One participant did not answer the question. Of the 138 who had not undergone
surgery, 47% (N = 65; 38.9% of total sample) indicated that they wished to undergo surgery,
20% (N = 28; 16.8% of total sample) indicated they did not, and 33% (N = 45; 26.9%) were not
sure if they wanted surgery.
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Participants were asked to indicate if people could tell they were transgender/gender nonconforming even if they did not tell people. In this sample, 8 (4.8%) answered always, 25 (15%)
answered most of the time, 55 (32.9%) answered sometimes, 46 (27.5%) answered occasionally,
and 33 (19.8%) answered never. In regards to being out, 7 (4.2%) indicated they never tell
people they are trans, 129 (77.2%) indicated they tell close friends, 60 (35.9%) told casual
friends, 49 (29.3%) told work colleagues, 83 (49.7%) told family, and 35 (21%) reported telling
everyone. Participants were also asked how many people knew or believed that they were
transgender/gender non-conforming in several settings including at home, on the job, at school,
in private social settings, in public social settings, and when seeking medical care. For people at
home, 14 (8.4%) participants answered none, 12 (7.2%), 5 (3%) answered some, 18 (10.8%)
answered most, and 111 (66.6%) answered all. For people at on the job, 24 (14.4%) answered
none, 28 (16.8%) answered a few, 28 (16.8%) answered some, 35 (21%) answered most, and 23
(13.8%) answered all. For people at school, 11 (6.6%) answered none, 15 (9%) answered a few,
16 (9.6%) answered some, 22 (13.2%) answered most, and 12 (7.2%) answered all. For people in
private social settings, 10 (6%) answered none, 19 (11.4%) answered a few, 29 (17.4%)
answered some, 48 (28.7%) answered most, and 59 (35.3%) answered all. For people in public
social settings, 31 (18.6%) answered none, 44 (26.3%) answered a few, 49 (29.3%) answered
some, 30 (18%) answered most, and 11 (6.6%) answered all. For the answer, when seeking
medical attention, 26 (15.6%) answered none, 23 (13.8%) answered a few, 23 (13.8%) answered
some, 32 (19.2%) answered most, and 62 (37.1%) answered all.
Participants were also asked to rate where they felt they were in the transition process (1
= I have been thinking about transitioning, but have not taken any steps to make any changes to
5 = I have made most of the changes I have wanted to make and consider myself living full time
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with my transgender identity). The average rating from the total sample was 3.29 (SD = 1.38).
This rating suggests that on average, many of the participants in this sample indicated they were
currently making changes to their transgender identity but have not yet made all of the changes
they desired.
In regard to relationship status, 55 (32.9%) reported being single, 16 (9.6%) reported
being in an Open Relationship, 55 (32.9%) reported being partnered, 1 (.6%) indicated being in a
Civil Union, 32 (19.2%) reported being married, 1 (.6%) was Separated, 6 (3.6%) indicated
being divorced, and 1 (.6%) reported being Widowed.
In terms of education, 1 (.6%) participant had some middle school education, 1 (.6%)
indicated a middle School education, 10 (6%) reported Some high school, 12 (7.2%) indicated
High School;, 63 (37.7%) indicated Some College, 12 (7.2%) indicated an Associate’s Degree,
38 (22.8%) indicated a Bachelor’s Degree, 27 (16.2%) indicated a Master’s Degree, and 3
(1.8%) indicated a Doctoral Degree.
Socioeconomic status (SES) was assessed by first asking participants if they were a
dependent. Of this sample, 14 (8.4%) indicated being a Dependent while 153 (91.6%) reported
that they were not. For dependents, 2 (1.2%) reported parents’ annual income between $15,000
and $29,999, 4 (2.4%) indicated parental income between $50,000 and $74,999, 1 (.6%) reported
parental income between $75,000 and $99,999, 1 (.6%) reported parental income between
$100,000 and $150,000, 1 (.6%) indicated parental income being over $150,000, and 5 (3%)
indicated they did not know parental annual income. For independents, 48 (28.7%) indicated
annual income under $15,000, 43 (25.7%) reported annual income between $15,000 and
$29,999, 25 (15%) reported annual income between $30,000 and $49,999, 19 (11.4%) reported
annual income between $50,000 and $74,999, 6 (3.6%) reported annual income between $75,000

89

and $99,999, 8 (4.8%) reported annual income between $100,000 and $150,00, and 4 (2.4%)
indicated annual income over $150,000. For housing, 98 (58.7%) were renters, 27 (16.2%) were
homeowners, 35 (21%) reported living with family, 5 (3%) reported living with friends, and 2
(1.2%) reported being homeless.
For employment, , 31 (18.6%) reported working part-time, 66 (39.5%) reported being full
time, 1 (.6%) participant reported working seasonally, 4 (2.4%) reported working
Freelance/Contractual, 4 (2.4%) reported being self-employed or owning their own business, 3
(1.8%) were self-employed or contract workers, 11 (6.6%) reported Other for employment, 3
(1.8%) reported being a homemaker or full-time parent, 3 (1.8%) were retired, 8 (4.8%) reported
being on disability, and 33 (19.8%) reported being unemployed. See Appendix A for the full list
of background information survey questions.
In summary, predominant characteristics for this sample were that it was a predominately
White sample. Other characteristics include that the majority of the sample (85.6%) indicated
having some secondary education. In regards to medically affirmative treatment, over half of the
sample indicated they had taken hormones at some point in their lives, while fewer participants
indicated undergoing sexual reassignment surgery. Although participants were recruited from
every US region, the majority of the sample indicated living in the Midwestern region (47%).
Characteristics of the sample that varied included gender identity, in which participants
were allowed to indicate multiple identities that best described their identity. Within this sample,
all gender identities were selected, with Trans Female, Trans Male, Genderqueer and Non-binary
identities selected by over 20% of participants. This this sample included a diverse range of
transgender participants including binary and non-binary transgender individuals. The sample
was also diverse in regards to sexuality, with the majority of the sample identifying as Queer
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(40.1%), and the second most common identity selected was Bisexual (31.1%). Some
participants also identified as Asexual (27.5%) and Pansexual (12.6%), thus overall indicating
that in addition to a gender diverse sample, the participants in this study also represented
diversity in regards to sexuality.
Instruments
The study included twelve survey instruments administered online using Qualtrics survey
software. Participants answered a total of 128 survey items online. The average time participants
took to complete the survey was 36.63 (.61 hours), (SD: 113.86) minutes (M = .61; SD = 1.90
hours), with a range of 1,459.48 minutes (24.32 hours). The order in which surveys were
administered was randomized using an automatic “randomizer” function in Qualtrics.
Affirmation of gender identity. Four items were created to measure transgender
participants’ perceptions of other people affirming their gender identity. The items were written
based on previous self-reported items related to support from family (James et al., 2016). Items
were reworded in order to capture the affirmative aspects of Identity Support (Nuttbrock et al.,
2002), emphasizing positive reinforcement or behavioral reciprocation. Items were prefaced with
instructions that read, You were previously asked to mark which people that you tell you’re
transgender/gender non-conforming. Of those people, please rate how much you agree with the
following statements. Participants were presented with four items: After disclosing my gender
identity, (1) people use my correct pronouns without needing to be corrected, (2) people correct
others who refer me by my incorrect pronouns (3) people have educated themselves about gender
identity in order to better understand me, and (4) after disclosing my gender identity, people’s
reactions made me feel accepted for who I am. Items are rated on a 5-point scale ranging from
strongly disagree (1) to strongly agree (5). Higher scores indicate stronger Affirmation of
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Gender Identity. The reliability score for the Affirmation of Gender Identity total was .80. See
Appendix B.
Multidimensional Scale of Perceived Social Support (MSPSS). The MSPSS is a 12item self-report ordinal scale that measures an individual’s perceived social support (Zimet et al.,
1988). Support is based on perceived availability and function as either instrumental support or
emotional support from three different subscales: friends, family, and significant others. Each
subscale contains four items rated on a 7-point scale ranging from very strongly disagree (1) to
very strongly agree (7). All 12 items can be added to calculate a total score for social support.
Higher scores indicate greater perceived social support. See Appendix C for the full instrument.
The original MSPSS was developed on 275 undergraduates (136 women, 139 men) in an
introductory psychology course. Ages ranged from 17 to 22 (M = 18.6, SD = .88). The sample
consisted of 185 freshman, 67 sophomores, 20 juniors, and 3 seniors. The authors did not
indicate the race, gender identity, or sexual orientation of their participants. Internal reliability
estimates for the family subscale, friends subscale, significant other subscale and total scale
were, α = .87, α = .85, α = .91, and α = .88, respectively. The MSPSS was administered a second
time after 2 to 3 months. After initial completion of the MSPSS, 39 women and 30 men, between
the ages of 17 to 21 years were retested two to three months later. The retested sample was
comprised of 45 freshman, 20 sophomores, 20 juniors, and 3 seniors. Test-retest reliability
estimates for the family subscale, friend subscale, significant other subscale, and total scale were
α = .85, α = .75, α = .72, and α = .85, respectively (Zimet et al., 1988).
Budge, Rossman, and Howard (2014) administered the MSPSS to 64 gender-queer
identified participants with ages ranging from 18 to 60 (Mage = 30.3, SD = 11.3). Participants
identified as White (86%), multiracial (7%), Latino (3%), Asian/Asian American/Pacific Islander
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(2%), and Native American/American Indian (2%). Reported sexual orientations included queer
(64%), bisexual (11%), lesbian (5%), gay (5%, heterosexual (5%), pansexual (3%), and
questioning (2%). Household income ranges included $0 to $10,000 (25%), $10,001 to $20,000
(17%), $20,001 to $30,000 (20%), $30,001 to $40,000 (8%), $40,001 to $60,000 (30%), $60,001
to $80,000 (8%), and $100,000 and above (2%). The average age participants began their gender
identity exploration was 6 years prior to the survey (Mdn = 4, SD = 5.7, range 0-30). Reliability
coefficient alphas for the significant other subscale, family subscale, friend subscale, and total
score were .95, .93, .93, and .91 respectively.
For criterion validity, Zimet and colleagues (1988) tested correlations between the
MSPSS scores and the Depression and Anxiety subscales of the Hopkins Symptom Checklist
(HSCL; Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, 1974). The MSPSS Family subscale,
MSPSS Friends subscale, MSPSS Significant Other subscale, and MSPSS Total scale scores
were negatively correlated with the HSCL Depression subscale, r = -.24, p < .01, r = -.24, p <
.01, r = -.13, p < .05, and r = -.25, p < .01, respectively. The Family support subscale was
negatively correlated with the HSCL Anxiety subscale, r = -.18, p < .01. Authors conducted a
one-way ANOVA to compare MSPSS scores between men and women. Women had higher
significant other subscale scores (M = 6.08, SD = 1.11) F(1, 273) = 20.28, p < .001; friends
subscale scores (M = 6.16, SD = .84) F(1, 273) = 32.73, p < .001, and total scores (M = 6.05, SD
= .81) F(1,273) = 24.38, p < .001 than men. For the transgender sample in Budge, Rossman, and
Howard’s study (2014), the MSPSS total score yielded a statistically significant negative
relationship with the Center for Epidemiologic Studies Depression Scale (Radloff, 1977), r = .34, p < .01 and Burns Anxiety Inventory (Burns, 1998; Burns & Eidelson, 1998), r = -.30, p <
.05.
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Internal structure for the MSPSS was tested utilizing a confirmatory factor analysis
(Osman et al., 2014). The MSPSS was administered to a sample of 610 undergraduate students
(340 female, 270 male, Mage = 19.60, SD = 1.4, age range: 18-24 years) from a southeastern
university. For ethnicity, the majority of the sample identified as Caucasian (77.9%) with other
participants identifying as African American (11.8%), Asian American (3.4%), Hispanic
American (3.3%), and other or multiracial (3.6%). Authors indicated that other or multiracial
was used to represent race or ethnicity, suggesting that both race and ethnicity were not
distinguished from each other in describing their sample. In terms of year, the sample included
266 freshman, 124 sophomores, 127 juniors, and 93 seniors. Adequacy of fit was examined using
the comparative fit index, Tucker-Lewis Index, and root mean square error. Baseline models for
men (CFI = .97, TLI = .96, RMSEA = .06) and women (CFI = .98, TLI = .98, RMSEA = .04)
were reported to attain adequate fit. Good fit to the sample data (CFI = .98, TLI = .94, RMSEA =
.05) was reported to indicate a similar theoretical construct of the MSPSS for both gender
groups. Discriminant validity for the MSPSS was tested using the short version of the MarloweCrowne Social Desirability Scale (Crowne & Marlowe, 1960; Dahlem et al., 1991; Strahan &
Gerbasi, 1972). Low correlations for social desirability were reported for the MSPSS Total (r = .01, p > .05), MSPSS Family subscale (r = .02, p > .05), MSPSS Friends subscale (r = -.01, p >
.05) and MSPSS Significant Other subscale (r = .03, p > .05). The aforementioned research
supports the MSPSS as a valid measure for perceived general support and reliably captures
perceived general support of transgender populations. The reliability scores for the MSPSS
Family ( α = .94), MSPSS Friends (α = .95), MSPSS Significant Other (α = .97), and MSPSS
Total (α = .90) were strong for the present sample.
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Gender Minority Stress Resilience Scale (GMSR). The Gender Minority Stress and
Resilience scale (Testa, Habarth, Peta, Balsam, & Bockting, 2015) is comprised of nine factors
and contains 58 items. Seven factors are related to minority-stress that include Gender-Related
Discrimination, Gender-Related Rejection, Gender-Related Victimization, Non-Affirmation of
Gender Identity, Internalized Transphobia, Negative Expectations for Future Events, and
Nondisclosure. Two additional factors, Community Connectedness and Pride, are indicators of
resilience. The seven minority-stress related subscales were created to apply Meyer’s minority
stress (2003) model to transgender/gender-nonconforming populations. The Non-Affirmation of
Gender Identity subscale was conceptualized as a stressor in which a transgender individual’s
identity is not affirmed by others. For descriptive purposes, only the Gender-Related
Discrimination, Gender-Related Rejection, and Gender-Related Victimization subscales will be
used for this study given the breadth of national survey data previously discussed that report
experience of stigma and discrimination for transgender populations in the U.S. (Grant et al.,
2011; James et al., 2016). For purposes of inferential analysis, only the Non-Affirmation of
Gender Identity subscale will be used as a moderator variable. See Appendix D for the GenderRelated Discrimination, Gender-Related Rejection, Gender-Related Victimization, and NonAffirmation of Gender Identity subscales, comprising a total of 23 items.
Gender-related discrimination. This subscale measures past incidents of gender-related
discrimination such as experiencing difficulty finding housing and difficulty finding a bathroom
to use. The subscale consists of five items rated on a four-point scale from Never (0) to Yes, in
the past year (4). Participants are asked to check all that apply. Values for each response are
summed for a total score. A response for Never is scored as 0 and all other responses are scored
as 1. Higher scores indicate more experiences of gender-discrimination.
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Gender-related rejection. This subscale measures past incidents of gender-related
rejection such as being made to feel unwelcome by a religious community or ethnic/racial
community because of one’s gender identity or expression. The subscale consists of six items
rated on a four-point scale from Never (0) to Yes, in the past year (4). Participants are asked to
check all that apply. Values for each response are summed for a total score. A response for Never
is scored as 0 and all other responses are scored as 1. Higher scores indicate more experiences of
gender-related rejection.
Gender-related victimization. This subscale measures past incidents of gender-related
victimization such as being threatened with physical harm because of one’s gender identity or
expression. The subscale consists of six items rated on a four-point scale from Never (0) to Yes,
in the past year (4). Participants are asked to check all that apply. Values for each response are
summed for a total score. A response for Never is scored as 0 and all other responses are scored
as 1. Higher scores indicate more experiences of gender-related victimization.
Non-affirmation of gender identity. Non-Affirmation of Gender Identity subscale
measures an individual’s perceived experience with non-affirming treatment from other people.
The subscale contains six self-reported items rated on a 5-point scale ranging from strongly
disagree (1) to strongly agree (5). Each item is scored in accordance with each response (i.e., a
response of strongly agree is scored as 5). Higher scores indicate more experiences of NonAffirmation of Gender Identity.
The GMSR scale was developed on 844 transgender/gender-nonconforming participants
(11.5% Women, Mage = 39.12, SD = 15.95; 16.4% Trans women, Mage = 36.81, SD = 14.54;
21.9% Gender-queer, Mage = 27.26, SD = 10.11; 29.8% Trans men, Mage = 31.19, SD = 11.46;
29.8% Men, Mage = 31.47, SD = 10.61; and 1.1% Cross-dresser, Mage = 40.5, SD = 17.00; Testa
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et al., 2015). Racial demographics included White (88.7%), (1%), Asian (2.1%), Native
American (1%), Multiracial (5.2%), and Other (2.1%) participants. In terms of education, most
of the sample reported having some college (45.5%), a college degree (26.9%), or a graduate
degree (15.4%). Other participants reported no high school degree (3.8%) or a high school
degree (8.3%). Participants reportedly lived in an Urban (41.2%), Suburban (37.1%), Small
Town (16.5%) or Rural (5.2%) environment. Reliability estimates for Gender-related
Discrimination, Gender-Related Rejection, Gender-Related Victimization, and Non-Affirmation
of Gender Identity were α = .61, α = .71, α = .77, and α = .93 respectively. Authors also
conducted a confirmatory factor analysis which resulted in the 58-items supporting a 9-factor
model, CFI = .93; RMSEA = .06.
Testa and colleagues (2015) tested criterion validity for the GMSR utilizing mental health
outcomes as measured by the Center for Epidemiologic Studies Depression Scale-10 (CES-D;
Radloff, 1977) and the shortened version of the Social Phobia Inventory (Mini-SPIN; Connor,
Kobak, Churchhill, Katzelnick, & Davidson, 2001). Gender-Related Discrimination scores
yielded a statistically significant positive relationship for the CES-D and Mini-SPIN, r = .17, p
<.05, and r = .10, p <.05, respectively. Gender-Related Rejection scores also yielded a positive
relationship for the CES-D and Mini-SPIN, r = .15, p <.05, and r = .08, p <.05, respectively.
Gender-Related Victimization scores yielded a positive relationship for the CES-D only, r = .10,
p <.05. Non-Affirmation of Gender Identity scores yielded a positive relationship for the CES-D
and Mini-SPIN, r = .37, p <.05, and r = .33, p <.05, respectively. Convergent validity was
examined by testing correlations between the GMSR and the Perceived General Stress Scale
(PGLS; Cohen, Kamarck, & Mermelstein, 1983). Gender-Related Discrimination, GenderRelated Rejection, and Non-Affirmation of Gender Identity scores yielded positive relationships

97

with PGLS scores, r = .12, p <.05, r = .14, p <.05, and r = .37, p <. 05 respectively. Discriminant
validity was tested using correlations among the nine GMSR subscales (Testa et al., 2015).
Gender-Related Discrimination correlation coefficients with the remaining eight GMSR
subscales ranged from .01 to .50, with correlations between Gender-Related Rejection and
Gender-Related Victimization being .50 and .47, respectively. Gender-Related Rejection
correlation coefficients ranged from .02 to .52. The highest correlation for Gender-Related
Rejection was with Gender-Related Victimization at .52. Gender-Related Victimization
correlation coefficients ranged from .02 to .52. The highest correlation Gender-Related
Victimization had with another scale was with Gender-Related Rejection. Non-Affirmation of
Gender Identity correlation coefficients with the remaining eight GMSR subscales ranged from
.02 to .35; the highest correlation Non-affirmation of Gender Identity had with another scale was
Negative Expectation for the future. Authors concluded that all factors on the GMSR are distinct
constructs that measure interpersonal experiences and general life stress. The GMSR is a
relatively new scale that can capture different forms of minority-related stress and resilience
through nine subscales that demonstrate good validity.
The authors indicate the nine-factors are distinct from each other, however correlation
estimates between Gender-Related Discrimination, Gender-Related Rejection, and GenderRelated Victimization were over .30. This suggests that the three subscales may measure similar
constructs related to minority stress. This is expected given that the items for the three subscales
are added together and scored in a different manner than the Non-Affirmation of Gender Identity
subscale. Of primary concern is the Non-Affirmation of Gender Identity subscale, which appears
to demonstrate better discriminant validity, in addition to predictive validity based on higher
correlation estimates with depression, social anxiety, and perceived general life stress. The
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Reliability score of the Non-affirmation of Gender Identity scale (α = .91) was considered good
for the present sample.
Transgender Congruence Scale. The Transgender Congruence Scale (TCS; Kozee,
Tylka, & Bauerband, 2012)is a 12-item self-report scale that measures the degree to which a
transgender individual feels comfortable and authentic within their external appearance and
accepts their genuine identity. This definition considers the degree to which a transgender
individual believes their physical appearance affects their expression of their gender identity.
The TCS is comprised of two subscales: Appearance Congruence and Gender Identity
Acceptance. Appearance Congruence measures an individual’s perception that their physical
appearance matches with their desired gender expression and contains nine items. Gender
Identity Acceptance measures an individual’s pride in their identity and contains three items. All
items are rated on a 5-point scale from strongly disagree (1) to strongly agree (5). All items are
added together for a total TCS score. Higher scores indicate a higher level of congruence. The
TCS total score was used to measure participants’ perceived level of transition. See Appendix E
for the full list of TCS items.
The TCS was administered to 342 transgender participants (Mage = 34.80, SD = 14.71, age
range = 18-72), including White/Caucasian (85.4 %), Latino/Latina (2.9%), Black/African
American (2.6%), Asian American (1.2%), biracial (4.7%), multiracial (1.2%), or “other” (3.7%)
participants; some participants who chose not to respond (3.2%). Class demographics consisted
of working class (30.4%), middle class (32.7%), upper-middle class (21.9%), and upper class
(2.0%), with some participants who chose not to respond (12.9%). Internal consistency
reliabilities for the Appearance Congruence Subscale, Gender Identity Acceptance subscale and
TCS total score were .94, .77, and .92, respectively. Authors evaluated the factor structure using
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an exploratory factor analysis. More specifically, they conducted a common factor analysis with
principal axis factoring. Bartlett’s test of sphericity was statistically significant, χ2 (105) =
1649.39, p < .001 and Kaiser-Meyer-Oklin measure of sampling adequacy was .91. The
Appearance Congruence subscale accounted for 51.38% of total variance and the Gender
Identity Acceptance subscale accounted for 13.73%. Parallel analysis procedures were utilized to
generate 50 random data sets, with eigenvalues for the two factor-structure meeting criteria for
interpretation.
Kozee and colleagues (2012) also ran a confirmatory factor analysis (CFA) in a second
study using maximum likelihood estimation. The CFA resulted in adequate fit, CFI = .92, SRMR
= .5, RMSEA = .10. Items 5 and 6 on the Appearance Congruence subscale were deleted due to
having the lowest item-factor loadings at .72 and .61 respectively. Authors justified the deletion
of these two items in order to enhance the model fit. A second CFA was conducted with 12 items
and improved the model’s fit to the data, CFI = .96, SRMR = .04, RMSEA = .08. Convergent
validity was estimated by testing correlations between the TCS and the Body Shape
Questionnaire (Cooper et al., 1987). Scores for the Appearance Congruence subscale, Gender
Identity Acceptance subscale, and TCS total had a negative relationship with body dissatisfaction
scores, r = -.66, r = -.18, and r = -.63, p < .05 respectively. To establish discriminant validity,
Kozee and colleagues used the Marlow-Crowne Social Desirability scale (Crowne & Marlowe,
1960) to test for social desirability responses on the TCS. The Appearance Congruence subscale,
Gender Identity Acceptance subscale, and TCS total scores did not have significant correlations
with the social desirability scale, r = .13, r = .12, and r = .09, p > .05, respectively. The TCS is a
useful measure due to its broad definition of gender congruence that is not restricted to
transgender individuals who seek medically affirmative treatment. Research from the original
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authors support evidence for reliability and validity for the TCS to capture a transgender
individual’s current level of satisfaction with their appearance and gender identity. Reliability
scores for the TCS Appearance (α = .94) and TCS Total (α = .92) were considered good. The
reliability score for the TCS Gender Identity Acceptance subscale (α = .79) was acceptable for
the present sample.
World Health Organization Quality of Life Scale – Brief Version (WHOQOLBREF). The WHOQOL-BREF measures an individuals’ subjective evaluation of their position
in life while considering cultural, social, and environmental context (World Health Organization,
1998). The WHOQOL-BREF is a shortened version of the WHOQOL-100. WHOQOL-BREF
items were tested in centers located in Australia, Brazil, Bulgaria, China, Croatia, Germany,
Greece, Hungary, Israel, Italy, India, Japan, Malaysia, Netherlands, Nigeria, Norway, Romania,
Russia, Spain, Turkey, United Kingdom, and the United States (Skevington et al., 2004). The
WHOQOL-BREF was administered to at least 300 respondents in each center. The WHOQOLBREF is a 26 item measure comprised of four domains: Physical, Psychological, Environmental,
and Social quality of life. The Physical domain contains seven items focused on physical health
such as pain, discomfort and work capacity. The Psychological domain contains six items
focusing on psychological health such as positive feelings and self-esteem. The Environmental
domain contains eight items that inquire about environmental facets of health such as financial
resources and access to health services. The Social domain contains three items focusing on
social quality of life related facets like personal relationships. In addition, two items assess one’s
perceived overall quality of life and general health for a total of 26 items. Items use a 5-point
Likert scale ranging from 1 (Never; Very dissatisfied; Not at all; or Very poor) to 5 (Always;
Very satisfied; Completely; An extreme amount; Extremely; or Completely). Higher scores
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indicate higher levels of QOL for each domain. Across domains, all responses are totaled so that
higher total scores indicate higher quality of life. Domain scores are obtained by calculating the
mean score and then multiplying by 4 to generate scores comparable with scores from the
WHOQOL-100. See Appendix F for the WHOQOL-BREF items.
Field trials for the WHOQOL-BREF employed a cross-sectional design from 24 centers
represented by 23 countries that included Australia, Brazil, Bulgaria, China, Croatia, Germany,
Greece, Hungary, Israel, Italy, India: Madras and New Delhi, Japan, Malaysia, Netherlands,
Nigeria, Norway, Romania, Russia, Spain, Turkey, United Kingdom, and the United States
(Skevington et al., 2004). In- and out-patient adults were recruited from a variety of healthcare
facilities and the general population. A total of 11,830 respondents were included with an age
range of 12-97 years (M = 45, SD = 16). Age of adulthood was defined based on cultural norms
for each region. With regards to gender, 53% were reported as female. Over a third (36%) of
respondents did not receive a full secondary school education, while 40% had completed
secondary education, and 24% completed tertiary education. Ill participants represented 47% of
the sample and were recruited from primary care, in-patient, out-patient, rehabilitation and
palliative settings. The remaining 53% were not receiving healthcare during recruitment. For
members who had no ill health, 14% had been recruited from the community. Internal
consistency reliability was reported to be acceptable for each WHOQO-BREF domain
(Skevington et al., 2004). Reliability estimates for Physical, Psychological, and Environmental
domain scores were α = 0.82, α = 0.81, and α = 0.80 respectively. The reliability score for the
Social QOL domain was α = 0.68. Across different sites, Physical and Psychological quality of
life had reportedly had reliability scores above 0.75 while social quality of life reliability scores
ranged from 0.51-0.77. Environmental quality of life scores ranged from 0.65-0.87. Authors

102

suggested that the low reliability estimates for the Social QOL domain could be attributed to the
scale containing only three items.
Thompson and colleagues (2015) administered the WHOQOL-BREF to a sample of 312
transgender women in San Francisco with ages ranging from 20 to 77 (Mage = 42). Authors did
not report specific racial demographics, reporting only that 83% of the sample was non-White.
Authors also reported that 29% of the sample was born outside of the U.S. Seventy-six percent
earned less than $15,000 a year, and 41% were unstably housed. In terms of medically
affirmative treatment, 93% had ever taken hormones and 23% had gender-related affirming
surgery. Authors also reported that 39% of the sample was laboratory-confirmed HIV-positive.
Reliability estimates for the Physical, Psychological, Environmental, and Social domains for this
sample of transgender women were α = .78, α = .78, α = .77, and α = .65 respectively. An
exploratory factor analysis with varimax rotation was conducted with four factors explaining
53% of the variance. Confirmatory factor analyses was conducted to evaluate fit for the four
domains. Split half samples (N = 5133 and N = 5872) were examined and had acceptable fit
indices for each half (CFI = 0.863; 0.864). A separate analyses for both ill (N = 3313) and well
(N = 3862) samples also demonstrated acceptable fit (CFI = 0.876; 0.868).
Thompson and colleagues (2015) tested construct validity by testing correlations between
the QOL domains and the Overall QOL and Overall health items. The Physical, Psychological,
Environmental, and Social domain scores reportedly had significant associations with the Overall
Quality of Life question, with correlations at r = .38, r = .49, r = .55, and r = .35, p < .001,
respectively. The Physical, Psychological, Environmental, and Social domain scores reportedly
had significant associations with the Overall Health question, with correlations at r = .50, .r = 43,
r = .47, and r = .31, p <.001, respectively. Psychometric properties for the WHOQOL-BREF
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were also examined using regression analysis between domain scores with conceptually related
individual items included on the WHOQOL-BREF (Skevington et al., 2004). The Physical,
Psychological, Environmental, and Social domain scores reportedly had significant associations
with the Overall Health question, with β values at .428, .170, .061, .070, respectively. Although
the relationships were reported as significant, no p values were indicated. The Physical,
Psychological, Environmental, and Social domain scores reportedly also had significant
associations with the Overall Quality of Life question, with β values at .109, .290, .252, and .112,
respectively. All β values were reportedly statistically significant although p values were not
reported. Discriminant validity was tested by Skevington and colleagues (2004) by comparing
mean WHOQOL-BREF scores between well (Physical M = 15.4; Psychological M = 14.8;
Social M = 14.8; and Environmental M = 14.1) and ill groups (Physical M = 13.1; Psychological
M = 13.7; Social M = 14.0; and Environmental M = 13.8) using t tests. Subscale scores across all
centers had statistically significant differences between well and sick participants for the
Physical QOL domain scores (t = 39.2, p < .01), Psychological QOL domain scores (t = 19.9, p <
.01), Social QOL domain scores (t = 13.0, p <.01), and Environmental QOL domain scores (t =
7.6, p <.01), respectively. The author did not report degrees of freedom or confidence intervals
for the t tests in their results.
The aforementioned research supports the WHOQOL-BREF as a valid measure of
general QOL. Evidence for support of the four-domain structure of the WHOQOL-BREF for
transgender populations also suggests it is an appropriate measure given its focus on both
Physical and Environmental domains related to QOL for transgender individuals. Of concern is
the low reliability of the Social QOL domain, which may stem from fewer items that make up
the scale, or it may due to the items themselves. Two questions inquire about one’s satisfaction
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with relationships or friends while the third asks participants about their satisfaction with their
sex life. Satisfaction with sex may capture a different aspect of Social QOL from satisfaction
with relationships or support from friends, which may explain the poorer internal consistency
estimates. Although the reliability estimates for the Social QOL was considered adequate in the
aforementioned research, caution is advised in interpretation the results related to the Social
QOL domain. For the present sample, reliability scores for the WHOQOLBREF Physical (α =
.84), WHOQOLBREF Psychological (α = .85), and WHOQOLBREF Environmental (α = .84)
domains were good, and the reliability score for the WHOQOLBREF Social domain (α = .70)
was acceptable.
Depression, Anxiety, and Stress Scale. The DASS-21 (DASS-21; Lovibond &
Lovibond, 1995) was administered to measure psychological well-being. The original
Depression Anxiety Stress Scales were comprised of 42 items that captured self-reported
symptoms of anxiety and depression while also attempting to discriminate between anxiety and
depression. The original authors also suggested a short version (21 items) of the scale could be
utilized in the DASS-21. Items ask participants to rate the degree to which they experienced
symptoms included on the measure over the past week on a 4-point Likert Scale from Did not
apply to me at all (0) to Applied to me very much or most of the time (3). The DASS-21 contains
three scales: Depression, Anxiety, and Stress. Each scale contains seven items that are added
together for a total subscale score. All questions can also be added for a DASS-21 total scale
score (Osman et al., 2012). Higher scores indicate more severe symptomology. See Appendix G
for the full DASS-21 scale.
Psychometric properties of the DASS-21 was tested with a sample of outpatients with an
age range of 18 to 65 years (Antony et al., 1998). Participants had diagnoses such as: panic
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disorder with or without agoraphobia (N = 67; Mage = 36.8; 64% female), obsessive-compulsive
disorder (N = 54; = 36.4; 43% female), social phobia (N = 74; Mage = 35; 44% female), specific
phobia (N = 17; Mage = 34.3 years; 78% female), or major depressive disorder (N = 46; Mage =
46; 46% female). The Depression, Anxiety, and Stress subscales reportedly had Cronbach’s α
scores of .94, .87, and .91, respectively (Antony et al., 1998). The DASS-21 was selected to
measure psychological well-being in a sample of 2,932 gender and sexual minority participants
living in 49 U.S. states. (Warren et al., 2016). Mean age was reportedly 28.97 (SD = 10.82). The
majority of the sample (70.6%) reportedly lived in urban areas with the rest residing in rural
areas. Gender identification of the sample consisted of 2,657 cisgender sexual minority
individuals (gay, lesbian, bisexual, queer, pansexual); 63 transgender women; 111 transgender
men; and 101 genderqueer/nonbinary individuals. Cronbach’s α scores for the total score were
reported to be 0.94 for cisgender sexual minorities, 0.94 for transgender women, 0.94 for
transgender men, and 0.94 for genderqueer participants. Authors did not specify reliability
estimates for individual DASS-21 subscales.
Factor analyses for the DASS-21 was conducted on a sample of 258 participants (Antony
et al., 1998) ranging in age from 18 to 65 years. An exploratory factor analysis was performed
using an oblimin rotation. Authors reported that the eigenvalues suggested a three-factor solution
that accounted for 67% of the variance. To examine concurrent validity, Antony and colleagues
tested correlations between the DASS-21 and the Beck Anxiety Inventory (Beck & Steer, 1990),
Beck Depression Inventory (Beck et al., 1988), and State-Trait Anxiety Inventory (Spielberger,
1983). DASS-21 depression subscale scores had a positive correlation with scores on the BDI,
BAI, and STAI-T (.79, .51, and .71 respectively). The DASS anxiety subscale scores had a
positive correlation with scores on the BDI, BAI, and STAI-T (.62, .84, and .44, respectively).
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DASS-21 stress subscale scores had a positive correlation with scores on the BDI, BAI, and
STAI-T (.69, .70, and .68, respectively). Authors did not report p values for the correlations.
A sample of nonclinical volunteers (N = 49; Mage = 28.4 years; 61% female) were used as
a comparison group. Differences in DASS-21 scores across groups were tested with a series of
ANOVAs between clinical diagnostic groups and nonclinical volunteers. All three subscale
ANOVAs were statistically significant. Patients with depressive disorders scored highest on the
Depression subscales, F(5, 12) = 42.30, M = 29.96, p < .001, ղ2 = .41. Patients with depressive
disorders also scored highest on the DASS-21 stress subscales F(5, 12) = 23.36, M = 24.30, p <
.001, ղ2 = .28. Patients with panic disorder scored highest on the Anxiety subscale F(5, 12) =
24.86, M = 18.72, p < .001, ղ2 = .29. Nonclinical participants scored statistically significantly
lower than all clinical groups on all three subscales. The DASS-21 demonstrates good validity in
measuring psychological distress with regards to depression, anxiety, and stress. It has been used
for transgender populations as a measure of psychological well-being and was utilized in this
study. Although the correlations between the DASS-21 and measures of depression, anxiety, and
state-trait anxiety support evidence for convergent validity, the DASS-21 Anxiety scores had
high ( r = .62) correlations with the BDI and the DASS-21 Stress scale had high correlations for
the BDI, BAI, and STAI-T. The size of these correlations suggest that the DASS-21 scales may
fail to differentiate between depression, anxiety, and stress. Rather than use each scale
individually, the total DASS-21 score will be used as a criterion variable for psychological wellbeing. Reliability scores for the DASS-21 Depression (α = .93), DASS-21 Anxiety (α = .83),
DASS-21 (α = .86), and DASS-21 total (α = .94) demonstrated good reliability for the present
sample.
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Berlin Social Support Scales. The Berlin Social Support Scales are six self-reported
subscales containing items that capture different types of social support (perceived social
support, actually provided social support, received social support, need for support, support
seeking, and protective buffering support (Schulz & Schwarzer, 2003). The perceived support
scale contains a total of eight items, four measuring perceived instrumental support and four
measuring perceived emotional support. Items on the perceived instrumental and perceived
emotional support subscales can be added up for a total score representing two distinct support
types. Items are rated on a four-point Likert-type scale from Somewhat disagree (1) to Strongly
agree (4). The subscales on perceived support were utilized to measure different types of
perceived social support. See Appendix H for the Perceived Instrumental and Perceived
Emotional Support items from the Berlin Social Support Scales.
Reliability of the Perceived Social Support scale was reported for a sample of 457 cancer
patients. No demographic information was reported. Reliability estimates for Perceived Social
Support was reportedly good at α = .83 (Schulz & Schwarzer, 2003). Adequate reliability was
reported for the perceived emotional support (α = .73) and perceived instrumental support (α =
.74) subscales that were administered to 68 sexual minority breast cancer survivors with a mean
age of 55.5 (Jabson et al., 2011).
The Perceived Social Support scale was administered to 902 transgender individuals
living in rural, suburban, and urban areas (Kaplan et al., 2019). Reported internal consistency
was good with a reliability score of .85. Evidence of criterion validity for the Perceived Social
Support scale was demonstrated with statistically significant negative correlations between the
Perceived social Support Scale and social anxiety measured on the Mini-SPIN (r = -.29; Connor
et al., 2001). Convergent validity was supported with a statistically significant positive
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correlation between the Perceived Social Support subscale and the Trans Community
Connectedness subscale from the Gender Minority Stress and Resilience Measure (r = .30; Testa
et al., 2015). Reliability scores for the BSSS Emotional (α = .84) and BSSS Instrumental (α = .91)
subscales demonstrated good reliability for the present sample.

Procedures
Participants. G*Power (Faul et al., 2007, 2009) was used to determine the target sample
size for a linear multiple regression with an alpha of .05, a small-to-medium effect size (r² =
0.08), and power of .80. G* Power indicated a sample size of at least 155 participants is needed.
Adjustments for non-randomized sampling, missing data, and early withdrawal were be made by
recruiting an additional 30% of participants (Suresh & Chandrashekara, 2012). The target sample
size was 200 transgender participants living in the U.S. The decision to limit recruitment to
transgender participants in the U.S. was based on having found only one study (Thompson et al.,
2015) that had utilized the WHOQOLBREF for transgender individuals in California, thus the
intention of this study was to expand further on the research using the WHOQOLBREF for
transgender individuals across the U.S.
Inclusion criteria required that participants identify as a transgender or gender-nonconforming. This was defined as anyone whose gender identity is different from their sexassigned-at-birth. Additionally, participants 14-years or older were included in the study based
on previous research indicating differences in identity disclosure between older and younger
transgender individuals (Nuttbrock et al., 2009). Individuals who met exclusion criteria were
those whose sex-at-birth was congruent with current gender identity. Gender identity was
assessed based on recommendation from the World Profession Association for Transgender
Health (WPATH) in which a two-step method was used for participants to indicate their gender
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identity (Deutsch et al., 2013). The two-step method asked about both assigned sex-at-birth and
the participants’ current gender identity.
Recruitment utilized online purposive sampling (Barratt et al., 2015). Purposive sampling
refers to multiple strategies for recruitment that focus on characteristics of a desired sample,
which are used to develop a plan that recruits participants with those characteristics (Else-Quest
& Hyde, 2016). Purposive sampling has been utilized in research for transgender populations
given its appropriate use in choosing sources that individuals of intersecting identities may
frequent (Operario et al., 2014). Online purposive sampling is useful via internet recruitment for
online survey methods given its low cost and capability to recruit large samples of hidden
populations (Barratt et al., 2015). Given that transgender participants were considered a hard-toreach sample, online sampling has been recommended given the low-cost and minimal time
requirements in advertising (Eysenbach et al., 2018). Additionally, online sampling offered
safety in allowing the participant to answer anonymously (Cipolletta et al., 2017; Ybarra et al.,
2015). Once sites were identified, a flyer or link to the study was posted for members to see. By
purposefully selecting targeted sites, in this case, social media groups that focused on
transgender issues, a link to the study was shared with the organizations on these social media
pages, resulting in a snowballing effect in which the link would be distributed by other
individuals who saw the post (Grové, 2019). Snowball sampling is a purposive sampling strategy
that relies on recruited participants or sites to refer other eligible peers for the study (Else-Quest
& Hyde, 2016). For online recruitment, electronic versions of an IRB-approved flyer were
circulated to listservs for LGBTQ+ outreach centers, universities, discussion boards, and other
online communities for transgender individuals. Other social media platforms to reach additional
participants online included tumblr, Twitter, Facebook, and reddit.
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Approval for the study was reviewed by Western Michigan University’s HSIRB board.
Expedited approval was sought due to perceived low-risk involved in an online anonymous
survey. Under guideline 45 CFR 46.116(d), parental permission was waived based on four
conditions. The first condition was that the research involved no more than minimal risk due to
its design as an online survey involving self-reported questions. Questionnaires were noninvasive and question responses were answered anonymously. The second condition was that
waiving parental permission would not adversely affect the rights and welfare of the subjects,
who would not be required to answer identifying information that will be associated with their
survey responses. Participants could discontinue taking the survey at anytime without penalty.
The third condition required that the research could not practicably be carried out without waiver
due to the fact that not all transgender individuals disclose their identity to family. For
transgender adolescents, requiring parental permission for participation could have risked outing
them to their parents, which may have resulted in harm. Waiving parental permission ensured
transgender adolescents’ privacy from being forced to disclose their gender identity to people
they feel are unsafe to disclose to. The final condition required that adolescent participants had
access to the e-mail addresses for the principal and student investigators via recruitment flyer and
the informed consent page (See Appendix I) that preceded the study. This enabled them to ask
pertinent questions before and after participation. Expedited IRB approval was granted on
January 6, 2020.
The survey was administered electronically and was available to participants via the
internet using Qualtrics survey software. As previously mentioned, the sample was recruited
using online purposive snowball sampling methods. An electronic version of an IRB-approved
flyer was sent to listservs for LGBTQ+ outreach centers, universities, discussion boards, and
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other online communities for transgender individuals that gave permission. Other social media
platforms such as tumblr, Twitter, Facebook, and reddit were relied on to reach additional
participants online. Potential participants were informed of the purpose of the study, procedure,
potential risks, perceived benefits, steps to maintain confidentiality, and how to contact the
researcher before being given the chance to decline or agree to participate in the study
electronically (See Appendix I). Participants who provided their consent were given access to the
questionnaire. The order of surveys was randomized using Qualtrics software.
No identifying information was collected in the survey and participants’ responses were
assigned a random ID using an automatic generator provided by Qualtrics. Individuals who
participated were given the chance to enter a drawing to win one of twenty $25 Amazon gift
cards for compensation for their time. The only identifying information collected from
participants was their e-mail address, which was kept separate from their responses. Participants
who were interested in entering the drawing entered by clicking on a button confirming their
interest. The link took participants to a different Qualtrics survey (See Appendix L) that asked
them to enter their e-mail address. The purpose of the email address was to provide an e-mail
address where the Amazon Gift card purchase could be sent. Participants who skipped
questionnaire items were not penalized from being able to enter the drawing to win a gift card.
Data collection occurred between January 22, 2020 and February 28, 2020. Online
recruitment occurred from social media sites such as Instagram, Reddit, and Facebook.
Permission to share the recruitment flyer was sought sending a message (Appendix J) to group
moderators. A post with information about the study and a link to the survey was made for sites
that granted permission. In addition, LGBTQ+ centers were contacted for permission to
disseminate the flyer as they wished. Again, administrative staff were emailed with the same
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message and were provided a copy of the flyer if permission was granted. No flyer was sent if
site declined or failed to respond.
Research design. To investigate my proposed research question, I selected predictor and
outcome variables based on ordinal scales. As such, my proposed research design was a
correlational study, using a variable-centered correlational design in order to examine the
relationship between social support as a predictor variable and psychological well-being and
QOL as outcome variables (Heppner et al., 2016). Specifically, I was interested if NonAffirmation of Gender Identity moderated the protective effect social support had on well-being
and QOL. In other words, my research question would investigate whether or not NonAffirmation of Gender Identity affected the strength of association between social support and
well-being and QOL. I utilized online purposive sampling for data collection via an online
survey (Else-Quest & Hyde, 2016). Finding representative samples for marginalized populations
is challenging as they are often considered hidden due to no existing sampling frame available to
determine their population boundaries (Heckathorn, 1997; Raymond, Chen, & McFarland,
2019). Such boundaries are needed to determine representativeness by comparing the
characteristics of a sample with a population that shares their characteristics (Heppner et al.,
2016; Ramsey, 2007). The purpose of representativeness is to allow for valid statistical
inferences (Heckathorn, 2002). Inferences are based on probability sampling methods in which
the probability of each population element selected for the sample is known. Transgender
populations in the U.S. are hidden because there are currently no official national reports
documenting the official population estimate for transgender individuals living in the United
States (Flores, Herman, Gates, & Brown, 2016; Grant et al., 2011). Online sampling was
identified as the best approach for recruiting transgender participants given the low-cost and
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minimal time requirements in advertising (Eysenbach et al., 2018). Use of online social network
strategies have been recommended in order to ensure recruitment of a diverse sample of
transgender populations (Arayasirikul et al., 2016; Raymond et al., 2019).
Data analyses. Descriptive statistics were analyzed to determine frequencies and
proportions of all background variables and means and standard deviations of all survey scores.
Hypotheses were tested first with running bivariate correlations among all study variables and
background variables for any potential statistically significant associations (Field, 2013). All
hypotheses were tested using a hierarchical regression analysis. Because the focus of the study
was to further understand social support as a positive predictor of quality of life and
psychological well being, the MSPSS subscales and Non-Affirmation of Gender Identity were
entered in the first step. To test for moderation, an interaction term between Non-affirmation of
gender identity and MSPSS Total score was computed and entered in the second step. The same
steps were used for each QOL domain as a criterion variable. The same steps were also be used
for the DASS-21 total score as a criterion variable.
A secondary purpose of this study was to investigate which sources and types of social
support predicted quality of life and psychological well-being for this transgender sample. To
examine sources of social support, the MSPSS Family, MSPSS Friends, and MSPSS Significant
Other subscales were entered in a hierarchical regression analysis as predictor variables for each
of the four WHOQOLBREF domains (Physical, Psychological, Social, and Environmental) as
outcome variables. The three MSPSS subscales were also entered in a hierarchical regression
analysis as predictor variables for the DASS-21 total as an outcome variable, resulting in a total
of five separate hierarchical regression analyses. For type of support, the same procedures were
followed using the BSSS Emotional and BSSS Instrumental subscales as predictor variables.
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Again, five separate hierarchical regression analyses were utilized for the BSSS subscales, one
for each outcome variable (WHOQOLBREF Physical, WHOQOLBREF Psychological,
WHOQOLBREF Social, WHOQOLBREF Environmental, and DASS-21 total). To provide an
alternative perspective on social support and quality of life that offers a more holistic picture of
the relationship, a canonical correlational analysis (Sherry & Henson, 2005; Thompson, 2000)
was also utilized to examine relevant variables related to QOL domains and psychological wellbeing. Canonical correlational analysis is recommended due to being a multivariate test that can
better examine patterns among more than two variables. Two sets of variables were entered to
identify a social support synthetic variable (MSPSS Family, MSPSS Friends, MSPSS Significant
Other, BSSS Emotional, and BSSS Instrumental) and a health synthetic variable
(WHOQOLBREF Physical, WHOQOLBREF Psychological, WHOQOLBREF Social,
WHOQOLBREF Environmental, DASS-21 Depression, DASS-21 Anxiety, and DASS-21
Stress).
Finally, exploratory analyses examined the correlations between the Affirmation of
Gender Identity total and other predictors related to gender identity, such as the TCS Total, Nonaffirmation of Gender Identity Total, the Gender Discrimination, Gender Rejection, and Gender
Victimization scales. Additional exploratory analyses examined the TCS total as a measure of
transition. This was investigated by examining patterns of TCS scores across different gender
identities such as transgender males, transgender females, and non-binary participants. In
addition, patterns of TCS scores were also examined for participants who received medically
affirmative procedures, those who wanted medically affirmative procedures, those who did not
want medically affirmative procedures, and those who were not sure. Finally, the TCS total was
also used as a covariate as an indicator of transition, entering it in step 1 for each hierarchical
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regression analyses, reexamining Non-affirmation of Gender Identity as a moderator of the
relationship between social support and quality of life with consideration of self-reported level of
gender identity congruence/transition.
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CHAPTER IV
RESULTS
This chapter reports study results using multiple statistical tools. Results are organized
into five broad sections: Descriptive Analyses, Preliminary Analyses, Inferential Analyses,
Secondary Analyses, and Exploratory Analyses. Results will first be discussed by presenting
descriptive analyses about the sample. Following this section, preliminary analysis procedures
used to clean and examine the data for testing assumptions are reported. The next section
presents the primary inferential analysis of moderation using hierarchical regression. Within the
Inferential Analyses section, procedures for testing the original hypotheses are described first,
followed by a description of analyses used to plot the interaction term. Another series of
hierarchical regression analyses testing the same hypotheses are discussed with age added as a
predictor variable. The next section discusses secondary analyses on social support and
Affirmation of Gender Identity. Within the Secondary Analyses section, hierarchical regression
analyses for the MSPSS subscales are described first, followed by hierarchical regression
analyses using the BSSS subscales. The final analysis described is the canonical analyses using
both the MSPSS subscales and BSSS subscales as indictors for a Social Support synthetic
variable and the WHOQOL BREF and DASS-21 scales as indicators for a Health Synthetic
variable. The Exploratory Analyses section begins with examination of Affirmation of Gender
Identity. Descriptive information for the Affirmation of Gender Identity Items is reported,
including reliability scores, means and standard deviations, and correlations with other variables.
Exploratory analyses concerning gender identity and transition are also presented. Differences in
social support, non-affirmation of gender identity, quality of life and psychological well-being
are reported among a subset of the sample for exploratory purposes. Experiences with medical
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affirmation including taking hormones or undergoing sexual reassignment surgery are also
explored, in combination with scores on the Transgender Congruence Scale. The final section of
the Exploratory Analyses briefly reviews the descriptive statistics and correlations of the gender
minority stress scales.
Descriptive Analyses
Descriptive statistics for subscales and scales administered in this study are organized by
the content of what their items measure. This section provides descriptive statistics on gender
identity, gender minority stress, affirmation and non-affirmation of gender identity, social
support, and quality of life and psychological well-being. For gender identity, I first provide a
description of how the sample indicated their gender identity. Means and standard deviations are
presented for the TCS, Affirmation of Gender Identity, Non-affirmation of Gender Identity, and
Gender Minority Stress variables are presented. Since the variables in this section are specific to
Gender Identity, I also provide mean score differences for each variable across various gender
identities. The next section provides means and standard deviations for all scales used to measure
various sources and types of social support. Such measures include the MSPSS, the BSSS, and
background items asking about community support. The final section, Quality of Life and
Psychological well-being, provides means and standard deviations for the WHQOLBREF quality
of life domains and the DASS-21. Due to the method in which participants were asked to
indicate their gender identity by selecting more than one option, comparisons across different
gender identities cannot be made as some participants may have selected more than one
category. Variations of scores across gender identities are provided in the Gender Identity section
due to the focus of the topic, but such exploration of scores across gender identities will not be
provided for the Social Support and Psychological well-being Sections. Table 3 provides a
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correlation matrix for all predictor, outcome, and exploratory variables. Means, range, reliability
scores, skew, kurtosis, and number of items for each variable are included in Table 3.
Gender identity. Participants were asked to describe their gender identity in their own
words. To recognize gender as multiple identities, participants were allowed to select multiple
gender identity categories, thus the total numbers will exceed 167. Fifty-eight participants (34%)
identified as transgender male/male/trans male, 47 (28.1%) identified as transgender
female/female/trans female, 36 (21.6%) identified as genderqueer, 58 (34.7%) identified as nonbinary, 4 (2.4%) identified as Two-spirit, 15 (9%) identified as Agender, 17 (10.2%) identified as
Gender fluid, 3 (1.8%) identified as Bi-gender, 2 (1.2%) identified as Third Gender, and 6
(3.6%) identified as Other.
Transgender Congruence Scale. To measure perceived comfort with one’s physical
appearance and expression of gender identity, the Transgender Congruence Scale was
administered (Kozee et al., 2012). Authors explained that transgender congruence includes
consideration of a transgender individuals’ self-image, self-reflection, and self-expression. Such
processes were considered important in understanding how transgender individuals process their
gender identity. The TCS contains 12 items and yields three different scores: The TCS
Appearance subscale, the TCS Gender Identity Acceptance subscale, and the Transgender
Congruence total score. Each item is rated on a 5 point likert scale from 1 (Strongly disagree) to
5 (Strongly agree). Higher scores indicate a higher perceived level of congruence. All scales
were calculated taking the mean of all items for each respective scale.
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.90
.79
1.60
1.14
-.49
Kurtosis
-1.13
.43
.54
.27
-.82
-.60
-.62
-.42
-.49
-.91
.04
-.69
-.42
.58
-.37
-1.00
.61
-.73
.55
-.04
2.24
.95
-.31
α
.94
.95
.97
.90
.91
.84
.85
.70
.84
.93
.83
.86
.94
.84
.91
.95
.79
.92
.71
.76
.84
.87
.80
# of items
4.00
4.00
4.00
12.00
6.00
7.00
6.00
3.00
8.00
7.00
7.00
7.00
21.00
4.00
4.00
9.00
3.00
12.00
5.00
6.00
6.00
17.00
4.00
Note. N = 167; MSPSS = Multidimensional Scale of Perceived Social Support; MSPSSSO = MSPSS Significant other; NA = Nonaffirmation of Gender Identity; WHOPhys = WHOQOLBREF Physical domain; WHOPsy =
WHOQOLBREF Psychological domain; WHOSoc = WHOQOLBREF Social domain; WHOEnv = WHOQOLBREF Environmental domain; DASS = Depression Anxiety Stress Scale; DASS Depress = DASS-21 Depression subscale;
DASS-21 Anx = DASS-21 Anxiety Subscale; DASS-21 Stress = DASS-21 Stress subscale; BSSS = Berlin Social Support Scales; TCS = Transgender Congruence Scale; TCS Appearance = TCS Appearance Subscale; TCS Accept =
TCS Gender Identity Acceptance Subscale; GMSR Disc = Gender Minority Stress Resilience Discrimination scale’ GMSR Reject = Gender Minority Stress Resilience Rejection scale = GMSR Victim = Gender Minority Stress
Resilience Victimization Scale = GMSR Total = Gender Minority Stress Resilience Total score
*p < .05
**p < .01
*** p <.001

4-28

.35***
.33***

.28**

.15

TCS GI
Acceptance
TCS Total

Table 2. Continued

The TCS Appearance (M = 2.83; SD = 1.12) subscale is comprised of 9 items assessing
an individuals’ feelings about their body and perception about the degree to which their external
appearance represented their gender identity. The mean score for the overall sample appeared to
be on the lower end of the total range (1 to 5), suggesting that they did not feel that their gender
identity was fully represented by their physical appearance. For instance, question 5 asked
participants to indicate how much their physical body represented their gender identity, the mode
response was a 1, meaning 55 (32.9%) participants indicated that they strongly disagreed and 43
(25.7%) indicated that thy somewhat disagreed. In regards to TCS scores across different gender
identities, participants who selected Transgender Male/Male/Transmale (N = 58) had a mean
TCS Appearance score of 2.97 (SD = 1.16). Participants who selected Transgender
Female/Female/Trans Female (N = 47) had a mean TCS Appearance score of 2.87 (SD = 1.25).
Participants who selected Genderqueer (N = 36) had a mean TCS Appearance score of 2.77 (SD
= 1.03). Participants who selected Non-binary (N = 58) had a mean TCS Appearance score of
2.61 (SD = .97). Participants who selected Two-spirit (N = 4) had a mean TCS appearance score
of 2.81 (SD 1.28). Participants who selected Agender (N = 15) had a mean TCS appearance
score of 2.52 (SD = .90). Participants who selected Gender fluid (N = 17) had a mean TCS
appearance score of 2.33 (SD = 1.07). Participants who selected Bi-gender (N = 3) had a mean
TCS Appearance score of 2.29 (SD = 1.13). Participants who selected Third gender (N = 2) had a
mean TCS appearance score of 3.56 (SD = .09). Participants who selected Other (N = 6) had a
mean TCS Appearance score of 2.60 (SD = .79).
TCS Gender Identity Acceptance (M = 4.20; SD = .90) subscale is comprised of 3 items
assessing the extent to which transgender individuals hold pride and acceptance in their
transgender identity. The sample average score is on the higher end of the total range (1 to 5),
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indicating that overall, transgender individuals’ acceptance of their gender identity was rated as
high. For instance, the mode for question 12 was a 5; 107 (64.1%) participants strongly agreed
with the statement “I have accepted my gender identity.” The mode for question 11 was a 5; 80
participants (47.9%) strongly agreed with the statement “I am happy that I have the gender
identity that I do.” Forty more (24%) participants indicated that they somewhat agreed with the
statement.
For the TCS Gender Identity Acceptance subscale, participants who selected Transgender
Male/Male/Transmale (N = 58) had a mean TCS Gender Identity Acceptance score of 3.90 (SD
= .97). Participants who selected Transgender Female/Female/Trans Female (N = 47) had a mean
TCS Gender Identity Acceptance score of 4.49 (SD = .73). Participants who selected
Genderqueer (N = 36) had a mean TCS Gender Identity Acceptance score of 4.35 (SD = .80).
Participants who selected Non-binary (N = 58) had a mean TCS Gender Identity Acceptance
score of 4.20 (SD = .99). Participants who selected Two-spirit (N = 4) had a mean TCS Gender
Identity Acceptance score of 4.08 (SD = 1.20). Participants who selected Agender (N = 15) had a
mean TCS Gender Identity Acceptance score of 4.08 (SD = 1.20). Participants who selected
Gender fluid (N = 17) had a mean TCS Gender Identity Acceptance score of 4.18 (SD = .97).
Participants who selected Bi-gender (N = 3) had a mean TCS Gender Identity Acceptance score
of 3.56 (SD = 1.07). Participants who selected Third gender (N = 2) had a mean TCS Gender
Identity Acceptance score of 4.67 (SD = .47). Participants who selected Other (N = 6) had a
mean TCS Gender Identity Acceptance score of 4.17 (SD = .89).
Transgender Congruence total score (M = 3.18; SD = .92) is comprised of all 12 items
and represents an individuals’ overall perceived level of congruence with their transgender
identity, which includes both their perception of how their physical appearance represents their
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gender identity and their overall acceptance of their gender identity. In looking at the histograms
for each individual item, many of the TCS Appearance items (1 through 9) had a slightly
bimodal shape, with more responses on the lower and higher range than in the middle. For the
TCS Gender Identity acceptance items, two of the items (11 and 12) had a negatively skewed
distribution, indicating that the sample gave higher ratings for transgender identity acceptance
items. The remaining item for the TCS Gender Identity Acceptance Subscale, Item 10 had a
positively skewed distribution but this item is reversed scored, indicating lower ratings on this
item suggest higher acceptance of one’s gender identity. Therefore, similar to items 11 and 12,
the negative skew of item 10 on the TCS indicates that the sample gave a lower rating on item
10, but was a high rating on transgender identity acceptance due to the item being reverse scored.
The TCS total mean was similar to the average rating of the original sample used to develop the
scale (M = 3.35). Kozee et al (2012) suggested that such a rating is expected given that attaining
a very high level of congruence is not always possible and that there may be times in which
transgender individuals may experience low levels of congruence.
With respect to Transgender Congruence across gender identities, participants who
selected Transgender Male/Male/Transmale (N = 58) had a mean Transgender Congruence score
of 3.22 (SD = .98). Participants who selected Transgender Female/Female/Trans Female (N =
47) had a mean Transgender Congruence score of 3.29 (SD = 1.25). Participants who selected
Genderqueer (N = 36) had a mean Transgender Congruence score of 3.15 (SD = .83).
Participants who selected Non-binary (N = 58) had a mean Transgender Congruence sore of
2.98(SD = .84). Participants who selected Two-spirit (N = 4) had a mean Transgender
Congruence score of 3.13(SD = .90). Participants who selected Agender (N = 15) had a mean
Transgender Congruence score of 2.87 (SD = .78). Participants who selected Gender fluid (N =
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17) had a mean Transgender Congruence score of 2.80 (SD = .92). Participants who selected Bigender (N = 3) had a mean Transgender Congruence score of 2.56 (SD = 1.06). Participants who
selected Third gender (N = 2) had a mean Transgender Congruence score of 3.88 (SD = .18)
Participants who selected Other (N = 6) had a mean Transgender Congruence score of 2.96 (SD
= .71).
In examining correlations with variables in the primary analysis, the TCS Appearance
Subscale had a small statistically significant positive correlation with the MSPSS Family
subscale (r = .25) and the MSPSS Total (r = .23). The TCS Appearance subscale also had small
statistically significant positive correlations with the BSSS Emotional (r = .20) and BSSS
Instrumental (r = .20) subscales. The TCS Appearance subscale also had a statistically strong
statistically significant relationship with the Non-affirmation of Gender Identity scale (r = -.64).
For the outcome variables, the TCS Appearance subscale had small statistically significant
positive correlations with the WHOQOLBREF Physical (r = .24), WHOQOLBREF
Psychological (r = .12), and WHOQOLBREF Environmental (r = .28) domains. The TCS
Appearance Subscale also had a small statistically significant negative correlation with the
DASS-21 total (r = -.23).
The TCS Gender Identity Acceptance subscale had small statistically significant positive
correlations with MSPSS Friends (r = .28), MSPSS Significant Other (r = .16), and MSPSS
Total (r = .26). The TCS Gender Identity Acceptance subscale also had moderate to small
statistically significant positive correlations with the BSSS Emotional (r = .31) and BSSS
Instrumental (r = .21) subscales. The TCS Appearance subscale also had a small statistically
significant negative correlation with the Non-affirmation of Gender Identity scale (r = -.19). The
TCS Gender Identity Acceptance subscale also had small statistically significant positive
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relationships with the WHOQOLBREF Physical (r = .20), WHOQOLBREF Psychological (r =
.34), WHOQOLBREF Social (r = .25), and WHOQOLBREF Environmental (r = .24) domain
scores. The TCS Gender Identity Subscale also had a small statistically significant negative
correlation with the DASS-21 total (r = -.28).
The Transgender Congruence total score had small statistically significant positive
relationships with MSPSS Family (r = .27), MSPSS Friends (r = .21), and MSPSS total (r = .28).
The TCS total also had a small statistically significant relationship with the BSSS emotional (r =
.27) and BSSS Instrumental (r = .24) subscales. The TCS total also had a strong statistically
significant negative relationship with the Non-affirmation of Gender Identity scale (r = -.65).
The Transgender Congruence score also had small to moderate statistically significant positive
relationships with the WHOQOLBREF (r = .27), WHOQOLBREF Psychological (r = .49),
WHOQOLBREF Social (r .18), and WHOQOLBREF Environmental (r = .32) domain scores.
The Transgender Congruence Score also had a small statistically significant negative relationship
with the DASS-21 total (r = -.29).
In sum, the TCS subscales and total score had several statistically significant correlations
with the MSPSS and BSSS social support variables in addition to the WHOQOLBREF domains.
Statistically significant relationships were in the expected direction in that, higher TCS scores
indicated higher social support and higher scores on QOL. Similarly, statistically significant
relationships between the TCS scores and Non-affirmation of Gender Identity and the DASS-21
were also in the expected direction. Higher TCS scores were associated with lower scores of
Non-affirmation of Gender Identity and lower scores on the DASS-21.
Gender minority stress. The Gender Minority Stress and Resilience measure contains
17 items that asked about participants’ experiences in regards to gender minority related stress.
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The items measuring Gender Minority Stress utilized Meyer’s (2003) concept of minority stress
by conceptualizing three different types: Gender-related discrimination, Gender-related
rejection, and Gender-related victimization. The GMSR includes a subscale for each of these
types as well as a total score. Gender-related Discrimination measures past incidents of genderrelated discrimination such as experiencing difficulty finding housing and difficulty finding a
bathroom to use. Gender-related Rejection measures past incidents of gender-related rejection
such as being made to feel unwelcome by a religious community or ethnic/racial community
because of one’s gender identity or expression. Gender-related Victimization measures past
incidents of gender-related victimization such as being threatened with physical harm because of
one’s gender identity or expression. Participants responded to each item by selecting among four
possible choices (Never; Yes, before 18; Yes, after 18; and Yes past year). Participants could
select as many choices that best captured their experience. A GMSR total score was calculated
by adding “1” for each confirmed response other than Never. The same formula was used to each
subscale score. The mean Gender Minority Stress total score for the sample was 12.94 (SD =
9.19), suggesting that on average, the number of times participants endorsed experiencing gender
minority stress was approximately 13.
Five questions inquired about Gender-related discrimination, which measures forms of
discrimination for transgender individuals specific to their gender identity, such as finding
employment or housing difficulties due to being transgender. The mean Gender-related
Discrimination score for the total sample was 3.93 (SD = 3.00), suggesting that on average
participants confirmed experiencing approximately 4 of the Gender-related Discrimination items.
For instance, 81 participants confirmed having difficulty finding a bathroom to use when they
were out in public because of their gender identity after the age of 18, and 93 confirmed having
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difficulty finding a bathroom within the past year. Participants who selected Transgender
Male/Male/Trans male (N = 58) had a mean Gender Discrimination score of 4.72 (SD: 3.03).
Participants who selected Transgender Female/Female/Trans female (N = 47) had a mean Gender
Discrimination score of 2.98 (SD: 2.79). Participants who selected Genderqueer (N = 36) had a
mean Gender Discrimination of 4.17 (SD: 3.22). Participants who selected Non-Binary (N = 58)
had a mean Gender Discrimination score of 4.21(SD: 2.66). Participants who selected Two-Spirit
(N = 4) had a mean Gender Discrimination score of 5.50 (SD: 5.26). Participants who selected
Agender (N = 15) had a mean Gender Discrimination score of 4.13 (SD: 3.62). Participants who
selected Genderfluid (N = 17) had a mean Gender Discrimination score of 3.18 (SD: 2.48).
Participants who selected Bi-gender (N = 3) had a mean Gender Discrimination score of 2.67
(SD: 2.89). Participants who selected Third Gender (N = 2) had a mean Gender Discrimination
score of 8 (SD: 0). Participants who selected Other (N = 6) had a mean Gender Discrimination
score of 5.17 (SD: 2.64).
Six questions inquired about Gender-related Rejection, which measures themes related to
minority related stress focused on rejection experienced by transgender individuals, such as
having difficulty finding a partner due to being transgender. The mean Gender-related Rejection
score for the entire sample was 5.59 (SD = 3.99), which suggests that on average, participants
confirmed experiencing approximately 6 of the Gender rejection related items. One item that
many participants experienced referred to being rejected or distanced from family because of
their gender identity expression, with 54 confirming that it happened before the age of 18, 76
confirming experiencing it after the age of 18 and 83 confirming that it had happened within the
past year. Participants who selected TransMale/Male/Transgender Male (N = 58) had a mean
Gender Rejection score of 6.71 (SD: 4.15). Participants who selected
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TransFemale/Female/Transgender Female (N = 47) had a mean Gender Rejection score of 4.15
(SD: 3.29). Participants who selected Genderqueer (N = 36) had a mean Gender Rejection score
of 6.39 (SD: 3.99). Participants who selected Non-binary (N = 58) had a mean Gender Rejection
score of 5.66 (SD: 4.14). Participants who selected Two-Spirit (N = 4) had a mean Gender
Rejection Total score of 5.75 (SD: 3.77). Participants who selected Agender (N = 15) had a mean
Gender Rejection score of 6.47 (SD: 4.34). Participants who selected Genderfluid (N = 17) had a
mean Gender Rejection score of 5.35 (SD: 3.69). Participants who selected Bi-gender (N = 3)
had a mean Gender Rejection score of 4.33 (SD: 2.08). Participants who selected Third Gender
(N = 2) had a mean Gender Rejection score of 10 (SD: 2.83). Participants who selected Other (N
= 6 ) had a mean Gender Rejection score of 8.67 (SD: 3.83).
Six other questions comprise the Gender-related Victimization scale, which inquires
about transgender individuals’ experiences of being threatened or harmed due to their
transgender identity. The mean Gender-related Victimization score for the total sample was 3.43
(SD = 3.85), suggesting that on average, the total sample confirmed experiencing approximately
3 of the Gender-related Victimization items. One experience the majority of participants
confirmed was being harassed or teased because of their gender identity or expression, with 68
confirming that it had happened before the age of 18, 86 confirming that it had happened after
the age of 18, and 75 confirming that it happened within the past year. Participants who selected
TransMale/Male/Transgender Male (N = 58) had a mean Gender Victimization score of 3.90
(SD: 3.95). Participants who selected TransFemale/Female/Transgender Female (N = 47) had a
mean Gender Victimization score of 3.02 (SD: 3.70). Participants who selected genderqueer (N =
36) had a mean Gender Victimization score of 3.47 (SD: 3.49). Participants who selected Nonbinary (N = 58) had a mean Gender Victimization score of 3.24 (SD: 3.69). Participants who
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selected Two-spirit (N = 4) had a mean Gender Victimization score of 6.25 (SD: 6.24).
Participants who selected Agender (N = 15) had a mean Gender Victimization Total score of
3.80 (SD: 3.97). Participants who selected Genderfluid (N = 17) had a mean Gender
Victimization Total score of 3.41 (SD: 4.02). Participants who selected Bi-gender (N = 3) had a
mean Gender Victimization score of 1.33 (SD: .58). Participants who selected Third Gender (N =
2) had a mean Gender Victimization score of 9.5 (SD: 2.12). Participants who selected Other (N
= 6) had a mean Gender Victimization Total score of 5 (SD: 5.87).
Due to inclusion of participants between the ages of 14 and 17 and that one of the
possible response choices to the GMSR items were Yes, before 18, Yes, bivariate correlations
were examined to identify whether or not age correlated with any of the GMSR totals. There was
one statistically significant negative relationship between Age and Gender Discrimination (r = .16, p = .036). Although the sample sizes for participants under 18 (N = 11) and participants
older than 18 (N = 156) are imbalanced, mean GMSR scores were examined by age group. With
the exception of Gender-related Victimization (M = 3.64), mean scores for the Gender
Discrimination (M = 3.45), Gender Rejection (M = 4.82), and Gender Minority Stress Total (M =
11.91) for minors were lower than the Gender Discrimination (M = 3.96), Gender Rejection (M
= 4.82), and Gender Minority Stress total (M = 13.01) scores for participants older than 18. The
Gender Victimization total mean score for participants older than 18 was 3.41.
The GMSR Discrimination subscale had small to moderate statistically significant
negative correlations with the MSPSS Family (r = -.27, p = .001), the MSPSS Friends (r = -.35, p
<.-.001), MSPSS Significant other (r = -.18, p = .023), and MSPSS Total scores (r = -.39, p <
.001). The GMSR discrimination total also had moderate statistically significant negative
correlations with the BSSS Emotional (r = -.31) and BSSS Instrumental (r = -.33) subscales. The
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GMSR discrimination total also had a small statistically significant positive relationship with the
Non-affirmation of Gender Identity scale (r = .21). In regards to the outcome variables the
GMSR discrimination total had small to moderate statistically significant negative relationships
with the WHOQOLBREF Physical (r = -.41, p <.001), WHOQOLBREF Psychological (r = -.29,
p <.001), WHOQOLBREF Social (r = -.26, p = .001), and WHOQOLBREF Environmental (r = .50, p <.001) domains. For the DASS-21 total, there was a moderate statistically significant
positive relationship (r = .31, p <.001).
The GMSR Rejection subscale had small to moderate statistically significantly negative
correlations with the MSPSS Significant Other (r = -.22, p = .004), MSPSS Family (r = -.31, p <
.001), MSPSS Friends (r = -.33. p <.001), and MSPSS Total (r = -.39, p <.001) scores. GMSR
Rejection had moderate statistically significant negative correlations with the BSSS Emotional (r
= -.41) and BSSS instrumental (r = -.34) subscales. In regards to the outcome variables, the
GMSR Rejection subscale had moderate statistically significant negative relationships with the
WHOQOLBREF Physical (r = -.42, p <.001), WHOQOLBREF Psychological (r = -.34, p
<.001), WHOQOLBREF Social (r = -.35, p < .001), and WHOQOLBREF Environmental (r = .41, p <.001) domains. For the DASS-21 total, there was a moderate statistically significant
positive relationship (r = .40, p <.001).
The GMSR Victimization subscale had small statistically significant negative
correlations with the MSPSS Family (r = -.18, p = .022), MSPSS Friends ( r = -.16, p = .035),
and MSPSS Total (r = -.20, p = .010) scores. The GMSR Victimization subscale had moderate to
small statistically significant negative correlations with the BSSS Emotional (r = -.30) and
BSSS Instrumental (r = -.26) subscales. In regards to the outcome variables, the GMSR
Victimization subscale had small to moderate statistically significant negative relationships with
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the WHOQOLBREF Physical (r = -.46, p <.001), WHOQOLBREF Psychological (r = -.26, p =
.001), and WHOQOLBREF Environmental (r = -.41, p <.001) domains. For the DASS-21 total,
there was a moderate statistically significant positive relationship (r = .33, p <.001).
The GMSR total had small to moderate statistically significant negative correlations with
the MSPSS Family (r = -.29, p <.001), MSPSS Friends (r = -.33, p <.001), MSPSS Significant
Other (r = -.20, p = .011), and MSPSS Total (r = -.37, p <.001) scores. The GMSR total also had
moderate statistically significant negative correlations with the BSSS Emotional (r = -.40) and
BSSS Instrumental (r = -.37) subscales. In regards to the outcome variables, the GMSR total had
a small statistically significant negative correlation with the WHOQOLBREF Social (r = -.29, p
< .001) domain score. The GMSR total also had moderate to strong statistically significant
negative relationships with the WHOQOLBREF Physical (r = -.51, p <.001), WHOQOLBREF
Psychological (r = -.35, p <.001), and WHOQOLBREF Environmental (r = -.51, p <.001)
domains. For the DASS-21 total, there was a moderate statistically significant positive
relationship (r = .41, p <.001).
Conceptually, the statistically significant negative correlations between the GMSR scores
and social support and quality of life and the statistically significant positive correlation between
the GMSR scores and the DASS-21 make sense, as it would be expected for people who
reportedly experienced victimization, discrimination, and rejection based on their gender identity
to report having lower quality of life and higher psychological distress. Similarly, it also makes
sense that conceptually people reporting more experience with gender minority related stress
were also more likely to report lower perceived social support. In addition, the GMSR
Discrimination subscale had a statistically significant positive relationship with the Nonaffirmation of Gender identity subscale, which is in the expected direction given that both scales
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measure facets of gender minority related stress, gender discrimination and non-affirmation of
ones gender identity.
Affirmation and non-affirmation. Two different questionnaires were used to measure
affirmation. The Affirmation of Gender Identity questions were administered to measure
reported affirmation from people to whom participants had disclosed their gender-identity. The
Non-affirmation of Gender Identity subscale (Testa et al., 2015) was administered to measure
non-afffirming experiences participants may have experienced in general.
Due to no existing scale measuring affirmation in the current literature as of writing this
paper, I created four items to measure Affirmation of Gender Identity (Appendix B) to add to the
body of research in understanding Affirmation for transgender populations. In addition to
creating items inquiring about affirming experiences, I also inquired about affirmation only from
people that were aware of the participants’ transgender identity. Each item used a 5-point likert
scale (1 = Strongly Disagree to 5 = Strongly Agree) and the overall Affirmation of Gender
Identity scale was scored by adding responses to all four items. The range of possible total scores
was 4 to 20. Participants were asked to rate how much they agreed with affirming experiences
from people they told about their gender identity. The overall mean for the sample was 12.60
(SD = 3.66). The modes for items 1 (N = 56; 33.5%), 3 (N = 66; 39.5%), and 4 (N = 63; 37.7%)
were 4, meaning most participants agreed with the statements, “After disclosing my gender
identity, people use my correct pronouns without needing to be corrected,” “People correct
others who refer me by my incorrect pronouns,” and “After disclosing my gender identity,
people’s reactions made me feel accepted for who I am.”
In regards to Affirmation scores for specific gender identities, participants who selected
Transgender Male/Male/Transmale (N = 58) had a mean Affirmation score of 12.33 (SD = 4.36).
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Participants who selected Transgender Female/Female/Trans Female (N = 47) had a mean
Affirmation score of 13.38 (SD = 3.11). Participants who selected Genderqueer (N = 36) had a
mean Affirmation score of 12.19 (SD = 3.25). Participants who selected Non-binary (N = 58)
had a mean Affirmation score of 11.83 (SD = .3.50). Participants who selected Two-spirit (N =
4) had a mean Affirmation score of 9.75 (SD = 6.08), participants who selected Agender (N =
15) had a mean Affirmation score of 11.20 (SD = 3.71). Participants who selected Gender fluid
(N = 17) had a mean Affirmation score of 11.47 (SD = 4.03). Participants who selected Bigender (N = 3) had a mean Affirmation score of 10.00 (SD = 4.00). Participants who selected
Third gender (N = 2) had a mean Affirmation score of 11.00 (SD = 4.24). Participants who
selected Other (N = 6) had a mean Affirmation score of 11.00 (SD = 4.65).
In looking at correlations with the variables used in the primary analysis, The Affirmation
total score had moderate statistically significant positive correlations with the MSPSS Family (r
= .42, p <.001), MSPSS Friends (.46, p <.001), MSPSS Significant Other (r = .25, p = .001),
BSSS Emotional (r = .42, p <.001), and BSSS Instrumental (r = .37, p <.001), scales. The
Affirmation total score also had a strong statistically significant positive relationship with the
MSPSS Total (r = .50, p <.001). The Affirmation total also had a strong statistically significant
negative correlation with the Nonaffirmation of Gender Identity subscale (r = -.57, p < .001). In
investigating the Affirmation total score’s relationship with the outcome variables, the
Affirmation total score had a moderate statistically significant positive relationship with the
WHOQOLBREF Physical (r = .38, p <001), WHOQOLBREF Psychological (r = .49, p<.001),
WHOQOLBREF Social (r = .32, p <.001), and WHOQOLBREF Environmental (r = .32,
p<.001) domain scores. The Affirmation total score also had a moderate statistically significant
negative relationship with the DASS-21 total (r = -.42, p < .001). In regards to congruence,
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Affirmation total scale score had a strong statistically significant positive correlation with the
TCS Appearance ( r = .50, p < .001) and TCS Total ( r = .56, p <.001) scales, and a moderate
statistically significant positive correlation with TCS Gender Identity Acceptance ( r = .36, p
<.001).
The Affirmation of Gender Identity total yielded statistically significant correlations for
variables related to social support and quality of life. The statistically significant relationships
were in the expected direction in that, higher Affirmation of Gender Identity scores were
associated with higher social support and higher quality of life domain scores. In addition,
Affirmation of Gender Identity scores were also statistically significant with the NonAffirmation of Gender Identity scale and in the expected direction in that the relationship was
negative. Finally, the Affirmation of Gender Identity scale was also statistically significant with
the TCS subscales and total score. The statistically significant relationship was in the expected
direction in that higher Affirmation of Gender Identity scores were associated with higher TCS
scores.
From the Gender Minority Stress and Resilience Scale (Testa et al., 2015) six items
assessed Non-Affirmation of Gender Identity. Each item was rated on a 5-point likert scale (1 =
Strongly disagree to 5 = Strongly agree). The Non-affirmation of Gender Identity score was
calculated by summing the values of each item, with the possible range of Gender Identity scores
being from 0 to 24. The mean Non-affirmation of Gender Identity score was 13.80 (SD = 6.89).
Items 1 (N = 51; 30.5%), 2 (N = 54; 32.3%), 3 (N = 49; 29.3%), and 5 (N = 41; 24.6%) had a
mode of 4 and Item 6 had a mode of 5 (N = 49; 29.3%), indicating that most participants agreed
with the majority of Non-Affirmation of Gender Identity items. Item 4 had a mode of 3, meaning
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44 (26.3%) participants neither agreed nor disagreed with the statement “I have to be
“hypermasculine” or “hyperfeminine” in order for people to accept my gender.”
In regards to Non-Affirmation of Gender Identity scores for specific gender identiies,
participants who selected Transgender Male/Male/Transmale (N = 58) had a mean Nonaffirmation score of 12.16 (SD = 8.36). Participants who selected Transgender
Female/Female/Trans Female (N = 47) had a mean Non-affirmation score of 12.15 (SD = 6.46).
Participants who selected Genderqueer (N = 36) had a mean Non-affirmation score of 16.22 (SD
= 5.00). Participants who selected Non-binary (N = 58) had a mean Non-affirmation score of
16.09 (SD = 5.08). Participants who selected Two-spirit (N = 4) had a mean Non-affirmation
score of 18 (SD = 5.23). Participants who selected Agender (N = 15) had a mean Nonaffirmation score of 17.13 (SD = 4.61). Participants who selected Gender fluid (N = 17) had a
mean Non-affirmation score of 16.35 (SD = 5.28). Participants who selected Bi-gender (N = 3)
had a mean Non-affirmation score of 18.67 (SD = 2.08). Participants who selected Third gender
(N = 2) had a mean Non-affirmation score of 13 (SD = 7.07). Participants who selected Other (N
= 6) had a mean Non-affirmation score of 18.33 (SD = 3.93.)
Non-affirmation of Gender Identity had moderate to small statistically significant
negative relationships with the MSPSS Family (r = -.30) and MSPSS Total scores (r = -.24 , p <
.05). The Non-affirmation of Gender Identity scale also had a small statistically significant
negative relationship with the BSSS Emotional (r -.15) subscale. In addition, Non-Affirmation of
Gender identity had a small to moderate statistically significant negative relationship with the
WHOQOL physical (r = -.29, p < .001), WHOQOL psychological ( r = -.35, p < .001), and
WHOQOL environmental ( r = -.38, p < .001) domain scores respectively. Non-affirmation of
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Gender Identity scores also had a moderate statistically significant positive relationship with the
DASS-21 total (r = .31, p < .001).
The statistically significant relationship between Non-affirmation of Gender Identity and
the MSPSS and BSSS social support scales were in the expected direction, in that higher Nonaffirmation of Gender Identity scores resulted in lower scores of perceived social support. IN
addition, the statistically significant relationship between Non-affirmation of Gender Identity and
the WHOQOLBREF domain scores was also in the expected direction as higher Non-affirmation
of Gender Identity socres were associated with lower WHOQOLBREF domain scores. Finally,
the Non-affirmation of Gender Identity score’s statistically significant relationship with the
DASS-21 was in the expected direction in that higher scores of Non-affirmation of Gender
Identity were associated with higher DASS-21 scores.
Social support. Three different questionnaires were used to measure social support. The
Multidimensional Scale of Perceived Social Support (Zimet et al., 1988) was administered to
measure reported perceived social support from different sources, such a family, friends, and
significant others. Two subscales from the Berlin Social Support Scale were administered to
measure types of social support, specifically, the BSSS Emotional Support subscale and the
BSSS Instrumental Support subscale. Finally, given that transgender populations often face
rejection from friends and family, which may limit the amount of support they have access to, I
also created background questions to ask participants about community supports. For these
exploratory questions, source and type of support were considered; participants were asked about
various communities (racial, transgender, spiritual, online) and the types of support they may
have received (basic needs, emotional support, advice) from each community.
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The MSPSS contains a total of 12 items, divided into three subscales: the MSPSS Family,
MSPSS Friends, and MSPSS Significant Other subscales. Each subscale measures perceived
support from a different source. All items can be added together for an MSPSS Total score to
measure perceived support overall. The MSPSS Total score (M = 57.60; SD = 15.34) was
calculated totaling all 12 items. For the MSPSS variables, the MSPSS Family subscale mean was
lower (M = 14.56; SD = 7.25) compared to the MSPSS Friends (M = 20.65; SD = 6.33), and
MSPSS Significant Other (M = 22.38; SD = 7.26) subscales. One-sample t-tests were conducted
to test for statistically significant differences. The MSPSS Family subscale (t (166) = 25.96) was
statistically significantly lower than the MSPSS Friends (t (166) = 42.19) and MSPSS
Significant Other subscales; t (166) 39.85, p <.001). The sample mean score for the MSPSS
Friends subscale (t (166) 42.19) was also statistically significantly lower than the MSPSS
Significant Other subscale (t (166) 39.85), p <.001).
In looking at individual items, items 4 (N = 37; 22.2%), 8 (N = 25.1%), and 11 (N = 33;
19.8%) had a mode of 1 (Very Strongly Disagree). This indicates participants very strongly
disagreed with the statements “I get the emotional help and support I need from my family,” “I
can talk about my problems with my family,” and “My family is willing to help me make
decisions.” The mode for items 1 (N = 70; 41.9%), 2 (N = 80; 47.9%), 5 (N = 90; 53.9%), and 10
(90; 53.9%) was 7 (Very Strongly Agree). This indicates participants very strongly agreed with
the statements, “There is a special person who is around when I am in need,” There is a special
person with whom I can share my joys and sorrows,” “I have a special person who is a real
source of comfort to me,” and “There is a special person in my life who cares about my
feelings.” Items 7 (N = 43; 25.7%), 9 (N = 55; 32.9%), and 12 (N = 46; 27.5%) had a mode of 6
(Strongly Agree). This indicates that most participants strongly agreed with the statements, “I
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can count on my friends when things go wrong, I have friends with whom I can share my joys
and sorrows,” and “I can talk about my problems with my friends.” In looking at the overall
trend of items modes, the pattern suggested that the majority of the sample gave higher social
support ratings for MSPSS Friends and MSPSS Significant Other items than MSPSS Family
items.
The MSPSS Family subscale had moderate statistically significant positive relationships
with the BSSS Emotional (r = .41) and BSSS Instrumental (r = .47) subscales. The MSPSS
Family subscale had a moderate statistically significant negative relationship with the Nonaffirmation of Gender Identity scale ( r = -.30). The MSPSS Family subscale also had moderate
statistically significant positive relationships with the WHO Physical (r = .31, p < .001), WHO
Psychological (r = .41 , p < .001), WHO Social (r = .39, p < .001 ), and WHO Environment (r =
.48 , p < .001) domain scores. The MSPSS Family subscale also had a moderate negative
relationship with the DASS-21 (r = -.38, p < .001).
The MSPSS Friends subscale had strong statistically significant positive relationships
with the BSSS Emotional (r = .62) and BSSS Instrumental (r = .62) subscales. The MSPSS
Friends subscale had small to strong statistically significant positive relationships with the WHO
Physical (r .22 = p < .05), WHO Psychological (r = .39, p < .001), WHO Social (r = .60, p <
.001), and WHO Environmental (r = .34 , p < .001) domain scores. The MSPSS Friends subscale
also had a moderate negative relationship with the DASS-21 (r = -.34, p < .001).
The MSPSS Significant Other subscale had strong statistically significant positive
correlations with the BSSS Emotional (r = .60) and BSSS Instrumental (r = .60) subscales. The
MSPSS Significant Other subscale had moderate to small statistically significant positive
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relationships with the WHO Psychological (r = .30, p < .001), WHO Social (r = .38, p < .001),
and WHO Environmental (r = .25, p < .05) domain scores.
The MSPSS Total had strong statistically significant positive relationships with the BSSS
Emotional (r = .74) and BSSS Instrumental (r .77) subscales. The MSPSS Total subscale had
small to strong statistically significant positive relationships with the WHO Physical (r = .29 , p
< .001), WHO Psychological (r = .49, p < .001), WHO Social (r = .61, p < .001), and WHO
Environmental (r = .48 , p < .001) domain scores. The MSPSS Total subscale also had a
moderate statistically significant negative relationship with the DASS-21 (r = -.38 , p < .001).
The MSPSS subscale and total scores had statistically significant positive relationships
with the BSSS scores and WHO domain scores. All statistically significant relationship were in
the positive direction in that, higher MSPSS scores were associated with higher BSSS scores as
well as higher WHO domain scores. Statistically significant relationships between MSPSS
subscale and total scores and the DASS-21 were in the expected direction in that, higher MSPSS
scores were associated with lower DASS-21 scores.
To measure perceived type of social support, two subscales from the Berlin Social
Support Scales (Schulz & Schwarzer, 2003; Schwarzer & Schulz, 2013). The Perceived
Emotional Support scale contains four items measuring perceived emotional support, such as
perception that there are people that truly like the participant or perception that there is always
someone there for the participant when they need comforting. The Perceived Instrumental
Support scale contains four items measuring perceived instrumental support, such as the
perception that the participant knows some people upon whom they can always rely or the
perception that there are people who offer the participant help when they need it. Each item was
measured on a four point Likert scale from 1 (Strongly Disagree) to 4 (Strongly Agree).
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Raw scores for the Berlin Emotional Social Support (M = 13.07; SD = 2.50) and Berlin
Instrumental Social Support (M = 12.77; SD = 2.94) scales were calculated adding the total items
for each respective scale. The Emotional Social Support total (t (166) = 67.58) was statistically
significantly higher than the Instrumental Social Support total (t (166) = 56.06, p <.001). For the
BSSS Emotional Social Support scale, the mode for items 1 (N = 113; 67.7%) and 4 (N = 61;
36.5%) was 4 (Strongly agree), which indicated that most participants strongly agreed with the
statements “There are some people who truly like me” and “There is always someone there for
me when I need comforting.” For the BSSS Instrumental Support scale, items 1 (N = 82; 49.1%)
and 3 (N = 71; 42.5%) had a mode of 4 (Strongly agree). This indicates most participants
strongly agreed with the statements “I know some people upon whom I can always rely” and
“There are people who offer my help when I need it.” Overall, the majority of the sample
indicated that they agreed with receiving emotional and instrumental support.
In looking at correlations between the BSSS subscales and outcome variables (Table 3),
the BSSS Emotional subscale had a strong statistically significant positive correlation with
MSPSS Total (r = .74). The BSSS Emotional subscale also had a small statistically significant
negative correlation with the Non-affirmation of Gender Identity scale (r = -.15). The BSSS
Emotional subscale also had moderate to strong statistically significant positive relationships
with the WHOQOLBREF Physical (r = .32, p <.001), WHOQOLBREF Psychological (r = .49, p
<.001), WHOQOLBREF Social (r = .59, p <.001), and WHOQOLBREF environmental (r = .35,
p <.001) domain scores, and a moderate statistically significant negative relationship with the
DASS-21 total (r = -.40, p <.001). The BSSS Instrumental subscale had a statistically significant
positive relationship with the MSPSS total score ( r = .77). The BSSS Instrumental subscale also
had statistically significant positive relationships with the WHOQOLBREF physical (r = .33, p
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<.001), WHOQOLBREF Psychological (r = .47, p <.001), WHOQOLBREF Social (r = .53, p
<.001), and WHOQOLBREF Environmental domain scores (r = .41, p <.001) and a statistically
significant negative relationship with the DASS-21 total (r = -.34, p <.001).
Both BSSS subscales had statistically significant relationships with the WHOQOLBREF
domain scores. The positive association between the BSSS scores and the WHOQOLBREF
domain scores was expected, given that higher BSSS scores were associated with higher
WHOQOLBREF scores. In addition, the BSSS scores were also statistically significantly
correlated with the DASS-21 scores. This relationship was also in its expected direction given
that higher BSSS scores were associated with lower DASS-21 scores.
Participants were also asked to indicate from which communities they received basic,
emotional, and advice needs (See Table 3). Participants were allowed to select as many
communities that applied to them, which resulted in variation of total responses that may not add
up to the full sample (N = 167). Thus, the percentages listed in Table 4 refer to which community
offers the support (i.e. percentages are by row not by column). Due to the nature in which
participants were allowed to indicate multiple communities that best applied to them, it could not
be determined how support from communities might be separate from each other. That is, we
were unable to determine if two communities, such as the trans and online communities
overlapped for participants. Such overlap may be likely for transgender individuals who have
had limited support from family or friends.

Table 3
Community Support Items
Basic needs

No
Community
136 (83.4%)

Racial
Community
2 (1.2%)

Trans
Spiritual
Community Community
16 (9.8%) 8 (4.9%)

142

Online
Total
Community Responders
21 (12.9%) 163

Table 3. Continued
Emotional
32 (19.2%) 8 (4.8%)
104
24 (14.4%) 114
167
support
(62.3%)
(68.3%)
Advice/proble 38 (22.9%) 9 (5.4%)
95 (57.2%) 21 (12.7%) 109
166
m solving
(65.7%)
Note: Participants were allowed to check all that applied, resulting in some who did not respond.

For basic needs, 136 (81.4%) reported receiving support for basic needs from no
community, 2 (1.2%) reported receiving it from their racial community, 16 (9.6%) received it
from their transgender community, 8 (4.8%) received it from their spiritual community, and 21
(12.6%) reported receiving it from their online community. For emotional support needs, 32
(19.2%) reported receiving it from no community, 8 (4.8%) reported receiving it from their racial
community, 104 (62.3%) received it from the transgender community, 24 (14.4%) received it
from the spiritual community, and 114 (68.3%) reported receiving it from the online community.
For advice, 38 (22.8%) reported receiving it from no community, 9 (5.4%) reported receiving it
from their racial community, 95 (56.9%) received it from their transgender community, 21
(12.6%) received it from their spiritual community, and 109 (65.3%) received it from their online
community.
In examining correlations with other social support measures, Community support for
basic needs had a small statistically significant positive relationship with the BSSS Instrumental
subscale (r = .17, p = .029). Support from the spiritual community had small statistically
significant positive relationships with the BSSS Emotional (r = .17, p = .026) and BSSS
Instrumental ( r = .17, p = .032) subscales. Lastly, support from the online community had a
small statistically significant negative relationship with the MSPSS Significant Other (r = -.17, p
= .033) subscale. Combining all types of support (basic needs, emotional support, advice) from
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all communities (racial, transgender, spiritual, online), the total community support variable had
a small positive statistical relationship with the MSPSS Friends subscale (r = .21, p = .007) only.
Looking at support from specific communities, only a few had statistically significant
correlations with outcome variables. The total for community support for basic needs had a small
statistically significant positive relationship with the DASS-21total (r = 16, p = .039). Support
from the online community had a small statistically significant negative relationship with the
WHOQOLBREF Physical (r = -.25, p = .001) and WHOQOLBREF Psychological ( r = -.24, p =
.002) domains. Online community support also had a small statistically significant positive
relationship with the DASS-21 total (r = .19, p = .013). The positive statistically significant
correlation between the totals for community support and the DASS-21 was unexpected, given
that it would be expected for higher totals on the community support variables to be associated
with lower DASS-21 scores. Similarly, it was unexpected that online community support was
statistically significantly associated with lower WHOQOLBREF domain scores. Further
discussion of these variables will be explored in the discussion chapter.
Quality of life and psychological well-being. To understand positive health factors for
transgender populations, indicators of quality of life and psychological well-being were
administered. The WHOQOL-BREF was administered to measure quality-of-life via four
different domain scores: Physical, Psychological, Social, and the Environmental domain. The
WHOQOL-BREF is a 26 item measure comprised of four domains: Physical, Psychological,
Environmental, and Social quality of life. The Physical domain contains seven items focused on
physical quality of life such as pain, discomfort and work capacity. The Psychological domain
contains six items focusing on psychological quality of life such as positive feelings and selfesteem. The Environmental domain contains eight items that inquire about environmental facets

144

of health such as financial resources and access to social care. The Social domain contains three
items focusing on social quality of life related facets such as personal relationships. In addition,
two items assess one’s perceived overall quality of life and general health for a total of 26 items.
Items use a 5-point Likert scale ranging from 1 (Never; Very dissatisfied; Not at all; or Very
poor) to 5 (Always; Very satisfied; Completely; An extreme amount; Extremely; or Completely).
Higher scores indicate higher levels of QOL for each domain. Across domains, all responses are
totaled so that higher total scores indicate higher quality of life. Domain scores are obtained by
calculating the mean score and then multiplying by 4 to transform the domain scores into
WHOQOL-100 scores.
The first item on the WHOQOL-BREF asked participants to rate their quality of life from
1 (Very Poor) to 5 (Very Good; M = 3.61; SD = .97). The mode was 4; 82 (49.1%) participants
rated their quality of life as Good. Participants were also asked to rate how satisfied they were
with their health from 1 (Very dissatisfied) to 5 (Very satisfied; M = 2.92; SD 1.12). The mode
was 2; g 59 (35.3%) participants indicated being dissatisfied with their health. An additional 31
(18.6%) participants reported being neither satisfied nor dissatisfied with their health.
The mean total for the Physical domain was 12.98 (SD = 3.32). The transformed score
into the WHOQOL-100 was 56. In reviewing item frequencies for the WHOQOL Physical
domain, the mode for item 15 (How well are you able to get around?) was 5; 69 (41.3%) of
participants gave a response of “Very Good”. The mode for items 17 (N = 52; 31.1%) and 18 (N
= 47; 28.1%) was 4 (Satisfied), meaning most participants indicated being satisfied with the
statements “How satisfied are you with your ability to perform your daily living activities” and
“How satisfied are you with your capacity for work.” The mode for item 16 (N = 55; 32.9%) was
2 (Dissatisfied), meaning most participants were dissatisfied with their sleep. The mode was also
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2 (A little) for item 10 (N = 46; 27.5%) for the statement, “Do you have enough energy for
everyday life?”
The mean total for the Psychological domain was 11.34 (SD = 3.26). The transformed
WHOQOL-100 score for the psychological domain was 44. In reviewing item frequencies for the
WHOQOL Psychological domain, the mode for item 11 (N = 47; 28.1%) was 2 (A little) in
answering the question “Are you able to accept your bodily appearance?” For item 19 (N = 50;
29.9%) the mode was 4 (Satisfied) in answering the question “How satisfied are you with
yourself?). The mode for item 26 (N = 54; 32.3%) was 3 (Quite often) in answering the question
“How often do you have negative feelings such as blue mood, despair, anxiety, depression?”
The mean total for the Social domain was 13.30 (SD = 3.72). The transformed
WHOQOL-100 score for the Social domain was 56. In reviewing items for the WHOQOL Social
domain (M = 13.30 ; SD = 3.72), the mode for items 20 (N = 59; 35.3%) and 22 (N = 58; 34.7%)
was 4 (Satisfied) in answering the questions “How satisfied are you with your personal
relationships?” and “How satisfied are you with the support you get from your friends?” For item
21 (N = 51; 30.5%), the mode was 3 (Neither satisfied nor dissatisfied) in answering the question
“How satisfied are you with your sex life?”
The mean total for the Environmental domain was 13.58 (SD = 3.10). The transformed
WHOQOL-100 score for the social domain was 56. In reviewing items for the WHOQOL
Environmental Domain (M = 13.58; SD = 3.10), the mode for items 12 (N = 40; 24%), 13 (N =
74; 44.3%), and 24 (N = 50; 29.9%) was 4 (Satisfied) in answering the questions, “How satisfied
are you with the conditions of your living place,” “How satisfied are you with your access to
health services,” and “How satisfied are you with your transport?”
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When looking at all four domain scores, although there are no norms listed in the
WHOQOL manuals, these scores suggest that participants in this sample’s reported
psychological quality of life was perceived as lower compared to their quality of life in other
domains.
In addition, psychological well-being was measured using a scale of psychological
distress, specifically the DASS-21, which measures three different facets of psychological
distress: depression, anxiety, and stress. Items ask participants to rate the degree to which they
experienced symptoms included on the measure over the past week on a 4-point Likert Scale ( 0
= Did not apply to me at all to 3 = Applied to me very much or most of the time). The DASS-21
contains three scales: Depression, Anxiety, and Stress. Each scale contains seven items that are
added together for a total subscale score. All questions can also be added for a DASS-21 total
scale score (Osman et al., 2012). Higher scores indicate more severe symptomology.
DASS-21 subscale scores were calculated for the Depression (M = 8.63; SD = 5.93),
Anxiety (M = 5.92; SD = 4.78), and Stress (M = 8.68; SD = 4.98) scales by taking the sum of
seven items for each scale. All 21 items of the DASS-21 were added to calculate the Dass-21
total score (M = 23.23; SD = 13.79). The symptom most participants responded to with a 2,
(Applied to me to some degree, or some of the time) was item 3 (N = 81; 48.5%) “I couldn’t
seem to experience any positive feeling at all.” The symptom most participants responded to
with a 0 (Did not apply to me at all) was item 7 (N = 95; 56.9%) “I experienced trembling (e.g. in
the hands)” The DASS manual offers a table for interpretation scores, with DASS-21 subscale
scores needing to be multiplied by 2 for a final score. Using this scaling, the mean score for the
DASS-21 depression subscale was 17.27 (SD = 11.86), which fell within the moderate range of
depression; the mean score for the DASS-21 Anxiety scale was 11.84 (S = 9.55), which fell
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within the moderate range of anxiety; and the mean score for the DASS-21 Stress scale was
17.35 (SD = 9.96), which fell within the mild range of stress.
Preliminary Analysis
SPSS software was utilized to assess if the data set violated assumptions of the
regression. Descriptive statistics were calculated to assess for skewness and kurtosis on all
variables in the primary analysis (MSPSS Family, MSPSS Friends, MSPSS Significant Other,
MSPSS Total, Non-affirmation of Gender Identity, WHOQOL Physical Domain, WHOQOL
Psychological Domain, WHOQOL Social Domain, WHOQOL Environmental Domain, and
Dass-21 total score). Fields (2013) reported that kurtosis and skewness scores close to 0 indicate
normality. All variables comprised of total scale scores had skewness and Kurtosis scores less
than 1 (See Table 3). Other variables, comprised of subscale scores had skewness or kurtosis
values slightly greater than 1: The TCS Gender Identity Acceptance (-1.12), MSPSS Friends (1.02) and MSPSS Significant Other (-1.31) subscales yielded skewness scores above 1 and the
MSPSS Family subscale (-1.13) had a kurtosis score above 1. Conceptually, the elevated
skewness scores for the MSPSS Friends and MSPSS Significant Other subscales makes sense
upon looking at the histograms for both; participants’ scores had a trend towards the higher end
of both scales. For the MSPSS Family Subscale, a negative kurtosis score suggests that the shape
of the histogram is flatter than a normal distribution, in other words, the frequency of participants
whose scores varied across the full range (4 to 28) is lower than what a normal distribution
would look like. As previously mentioned, given that many transgender individuals face
rejection from family upon coming out, the negative skew of the MSPSS Friends and MSPSS
Significant other subscales might be indicative of the samples’ reliance on support from friends
or significant others instead of family.
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The slightly elevated skewness for the TCS Gender Identity Subscale score also makes
conceptual sense, as it reflects the samples’ recognition of more positive experiences with being
transgender (Kozee et al., 2012). The authors of the original scale also reported a slightly
elevated skewness score for the TCS Gender Identity Subscale (-1.23) from their sample of 162
transgender individuals. That the subscale is composed of only three items might explain the
negative skew.
Despite the slightly elevated skew and kurtosis scores of the aforementioned subscales, in
general, the assumptions of normality are reasonable. Histograms reflected the same pattern of
normality, with total scores from the MSPSS, Non-affirmation of Gender Identity, WHOQOL
domain scores, and Dass-21 having close to a normal distribution. With the exception of the
WHOQOL Physical and WHOQOL Environmental domains (p > .05), all predictor and outcome
variables had statistically significant Kolmogorov-Smirnov values (p <.05), suggesting they
violated assumptions of normality. Fields (2013) recommended against relying solely on
statistical tests of significance to interpret violation of assumptions because statistical
significance may be for small and unimportant effects. Due to this reason, Fields recommended
that normality tests should not be of concern for large samples sizes (n > 30). Examination of a
probability plot (P-P) also reflected a similar pattern in which the majority of the data points
were located along the diagonal line. In sum, although the MSPSS subscales kurtosis and
skewness scores suggested some deviation from normality, overall both outcome and predictor
variables appeared to have met the assumption of normality. When considering that these
deviations from normality are minimal and that the overall sample says is large, the
aforementioned variables can be utilized for planned analysis without the need to transform
scores to adjust for non-normality.
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Assumptions of homoscedasticity were assessed by examining residual scatterplots for
each regression analysis for each outcome variable (WHOQOL Physical domain, WHOQOL
Psychological domain, WHOQOL Social domain, WHOQOL Environmental domain, and Dass21 total). Scatterplots for each outcome variable presented with no apparent pattern, suggesting
no heteroscedasticity. Variance inflation factor (VIF) values were also examined in each
regression analysis. All predictor variables had VIF scores below 2. Based on the
aforementioned analyses the assumption of homoscedasticity was met for each outcome variable.
Testing the assumption of independence of residuals was examined using the DurbinWatson test (Fields, 2013). Fields recommends that Durbin-Watson values closest to two
indicate that independence is met and that values below one or above three are reasons for
concern. Durbin-Watson values for regressions were acceptable for the WHOQOL Physical
domain (1.57), WHOQOL Psychological domain (1.78), WHOQOL Social domain (1.82),
WHOQOL Environmental domain (1.89), and DASS-21 total (1.88) as outcome variables. An
examination of scatterplots for each regression also indicated linearity assumptions were met
between all predictor variables and outcome variables.
Non-Affirmation of Gender Identity as a Moderator – Main Analysis
To test hypotheses for moderation, hierarchical regression procedures were utilized
(Fields, 2013). An interaction term was created by multiplying the mean centered variables for
Non-Affirmation of Gender Identity and MSPSS total score. A mean centered variable is
calculated by subtracting the sample means of the predictor (MSPSS Total) and moderator (Nonaffirmation of Gender Identity) variables from the scores for each participant (Hayes, 2018).
Non-Affirmation of Gender Identity and the MSPSS Total Score variables were each entered
into Step 1 and the centered interaction term was entered in Step 2 for 5 separate regressions.
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This hierarchical regression procedure was used to examine the moderating effect of nonaffirmation on the relationship between social support and quality life for each of 5 outcome
variables: WHOQOL Physical domain, WHOQOL Psychological domain, WHOQOL Social
domain, WHOQOL Environmental Domain, and the DASS-21 total. To determine effect size,f2
of each hierarchical regression model, the following equation was utilized (Adjusted R2/1Adjusted R2; J. Cohen, 1988). Results for all five regression analyses are presented in Table 4.

Table 4
Hierarchical Regression Testing Moderation
Variable

B

SE

β

df

t

p

R2

ΔR

f2

1-b

95% CI

2

WHOQOL Physical
Domain
Model 1
MSPSS Total
Non-affirmation of Gender
Identity
Model 2
MSPSS Total
Non-affirmation of Gender
Identity
Interaction
WHOQOLBREF
Psychological Domain
Model 1
MSPSS Total
Non-affirmation of Gender
Identity
Model 2
MSPSS Total
Non-affirmation of Gender
Identity
Interaction
WHOQOLBREF Social
domain
Model 1
MSPSS Total
Non-affirmation of Gender
Identity

2,164
.05
-.12

.02
.04

.23
-.24

3.02
-3.18

.003
.002

.05
-.12

.02
.04

.22
-.25

2.98
-3.30

.003
.001

.00

.00

-.12

-1.69

.093

.09
-.12

.01
.03

.43
-.25

6.44
-3.66

.000
.000

.09
-.12

.01
.03

.43
-.25

6.40
-3.76

.000
.000

.00

.00

-.09

-1.39

.165

.31

.01

.43

.02
.03

.62
.02

9.73
.38

.000
.702

.38

.38

.59

.13

.13

.15

.02

[ .02, .08]
[-.19,-.04]

.14

3,163
[ .02, .08]
[-.19,-.05]
.15

.35

[-.01, .00]

2,164
.30

.30

[ .06, .12]
[-.18,-.05]

.41

3,163
[ .06, .12]
[-.18,-.06]
.19

[-.01, .00]

2,164
.15
.01
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[ .12, .18]
[-.06, .08]

Table 4. Continued
Model 2
MSPSS Total
Non-affirmation of Gender
Identity
Interaction
WHOQOLBREF
Environmental domain
Model 1
MSPSS Total
Non-affirmation of Gender
Identity
Model 2
MSPSS Total
Non-affirmation of Gender
Identity
Interaction

3,163
.15
.02

.02
.03

.62
.03

9.73
.43

.000
.671

[ .12, .18]
[-.05, .08]

.00

.00

.04

.69

.492

.38

.00

.59

.08
-.12

.01
.03

.42
-.28

6.22
*4.11

.000
.000

.31

.31

.43

.08
-.13

.01
.03

.41
-.28

6.18
-4.21

.000
.000

.00

.00

-.10

-1.46

.146

.05

[ .00, .01]

2,164
[ .06, .11]
[-.18,-.06]

3,163
[ .06, .11]
[-.19, .07]
.32

.01

.43

.19

[-.01, .00]

DASS21 Total
Model 1
2,164
MSPSS Total
-.29
.07
-.32
-4.45 .000
[-.42,-.16]
Non-affirmation of Gender .46
.15
.23
3.17 .002 .19 .19 .22
[ .17, .75]
Identity
Model 2
3,163
MSPSS Total
-.28
.06
-.32
-4.42 .000
[-.41, -.16]
Non-affirmation of Gender .48
.14
.24
3.34 .001
[ .20, .76]
Identity
Interaction
.02
.01
.15
2.20
.029 .22 .02 .25 .35 [ .00, .04]
Note: N = 167
WHOQOLBREF = World Health Organization Quality of Life Brief version; DASS-21 = Depression, Anxiety,
and Stress Scale – 21; MSPSS = Multidimensional Scale of Perceived Social Support; CI = confidence interval.

For the WHOQOLBREF Physical domain, model 1 was statistically significant (Adjusted
R2 = .12, F (2,164) = 12.73, p <.001, f2 = .14) with both Non-Affirmation of Gender Identity (b =
-.12, t = -3.18, p = .002, 95% CI [-.19,-.04]) and MSPSS Total (b = .05, t = 3.02, p = .003, 95%
CI [.02, 08]) being statistically significant predictors. Model 2 was also statistically significant
(Adjusted R2 = .13, F(3, 163) = 9.53, p <.001, f2 = .15), with both Non-Affirmation of Gender
Identity (b = -.12, t = -3.30, p = .001, 95% CI [-.19,-.05]) and MSPSS Total ( b = .05, t = 2.98, p
= .003, 95% CI [.02,.08]) remaining statistically significant predictors. The interaction term was
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not statistically significant (b = .00, t = -1.69, p = .093, 95% CI [-.01, .00]). The change in effect
size between Models 1 and 2 was f2 = .01
For the WHOQOLBREF Psychological domain, model 1 was statistically significant
(Adjusted R2 = .29, F (2,164) = 35.29, p <.001, f2 = .41), with both the Non-Affirmation of
Gender Identity total (b = -.12, t = -3.66, p < .001, 95% CI [-.18,-.05]) and MSPSS Total (b =
.09, t = 6.44, p < .001, 95% CI [.06, 12]) being statistically significant predictors. The second
model was also statistically significant (Adjusted R2 = .30, F(3, 163) = 24.31, p <.001, f2 = .43),
with both the Non-Affirmation of Gender Identity total (b = -.12, t = -3.76, p < .001, 95% CI [.18,-.06]) and MSPSS Total ( b = .09, t = 6.40, p < .001, 95% CI [.06, .12]) remaining
statistically significant predictors. The interaction term was not statistically significant, (b = .00, t
= -1.39, p = .165, 95% CI [-.006, .001]. The change in effect size between Models 1 and 2 was f2
= .02

For the WHOQOLBREF Social domain, model 1 was statistically significant (Adjusted
R2 = .37, F (2,164) = 49.40, p <.001, f2 = .59), with the MSPSS Total (b = .15 , t = 9.73, p < .001,
95% CI [.12, 18]) being a statistically significant predictor. Non-Affirmation of Gender Identity
total was not a statistically significant predictor (b = .01, t = .38, p = .70, 95% CI [-.06, .08]) in
this model. The second model was also statistically significant (Adjusted R 2 = .37, F(3, 163) =
32.98, p <.001, f2 = .59), with the MSPSS Total ( b = .15, t = 9.73, p < .001, 95% CI [.12, .18])
remaining as a statistically significant predictor. Non-Affirmation of Gender Identity total (b =
.02, t = .43, p = .671, 95% CI [-.05,-.08]) remained not statistically significant. The interaction
term was not statistically significant (b = .00, t = .69, p = .492, 95% CI [.00, .01]. The change in
effect size between Models 1 and 2 was f2 = .00
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For the WHOQOLBREF Environmental domain, model 1 was statistically significant
(Adjusted R2 = .30, F (2,164) = 36.16, p <.001, f2 = .43) with both the Non-Affirmation of Gender
Identity total (b = -.12, t = -4.11, p < .001, 95% CI [-.18,-.06]) and MSPSS Total (b = .08, t =
6.22, p < .001, 95% CI [.06, 11]) being statistically significant predictors. The second model was
also statistically significant (Adjusted R2 = .30, F(3, 163) = 24.99, p <.001, f2 = .43), with both
the Non-Affirmation of Gender Identity total (b = -.13, t = -4.21, p < .001, 95% CI [-.19,-.07])
and MSPSS Total ( b = .08, t = 6.18, p < .001, 95% CI [.06, .11]) remaining statistically
significant predictors. The interaction term was not statistically significant (b = .00, t = -1.46, p =
.146, 95% CI [-.01, .00]. The change in effect size between Models 1 and 2 was f2 = .00
For the DASS-21 total, model 1 was statistically significant (Adjusted R2 = .18, F (2,164)
= 19.53, p <.001, f2 = .22) with both the Non-Affirmation of Gender Identity total (b = -.29, t = 4.45, p < .001, 95% CI [-.42,-.16]) and MSPSS Total (b = .46, t = 3.17, p = .002, 95% CI [.17,
75]) were statistically significant. The second model was also statistically significant (Adjusted
R2 = .20, F(3, 163) = 14.93, p <.001, f2 = .25), with both the Non-Affirmation of Gender Identity
total (b = .48, t = 3.34, p = .001, 95% CI [.20, .76]) and MSPSS Total ( b = -.28, t = -4.42, p <
.001, 95% CI [-.41, -.16]) remained statistically significant. The interaction term was also
statistically significant (b = .02, t = 2.20, p = .029, 95% CI [.002, .036]. The change in effect size
between Models 1 and 2 was f2 = .03.
To further understand the interaction term effect, a pick-a-point approach was used to
probe the interaction between Non-Affirmation of Gender Identity and the MSPSS Totally
(Hayes, 2018). The plot for the interaction term for the MSPSS Total and Non-affirmation of
Gender Identity scales predicting the DASS-21 can be found on Figure 1. As indicated in Figure
1, the negative, linear relationship between the MSPSS Total and the DASS-21 total varied

154

across different levels of Non-Affirmation of Gender Identity (W), with Non-affirmation of
Gender Identity moderating the negative relationship at Low and Moderate levels. More
specifically, conditional effects of the relationship between the MSPSS total and the DASS-21
total were statistically significant at low (W = 6.91, t = -4.83, p <.001,95% CI [-.584, -.245]) and
moderate (W = 13.80, t = -4.42, p <.001, 95% CI [-.411,-.157]) levels of non-affirmation.
Conditional effects were not statistically significant for high levels of Non-affirmation of Gender
Identity (W = 20.69, t = -1.73, p = .064, 95% CI [-.33, .022]). In other words, there was a
statistically significant negative relationship between the MSPSS total and the DASS-21 total
when Non-affirmation of Gender Identity was low and moderate. When Non-affirmation of
Gender identity was high, there was no statistically significant negative relationship between the
MSPSS total and the DASS-21 total.
In understanding the moderating relationship in a different way (Figure 2), when social
support was moderate to high, the positive relationship between Non-affirmation of Gender
Identity and the DASS-21 total appeared to be steeper. When social support was low, the
positive relationship between Non-affirmation of Gender Identity and the DASS-21 became less
clear, with a high amount of distress across all levels of Non-affirmation of Gender Identity. In
considering both figures, this trend suggests that transgender participants in this sample may
have experienced psychological distress even with perceived social support, with distress
increasing as non-affirmation of gender identity increased.
Due to previous research indicating age differences in reported disclosure of gender
identity and availability of affirming relationships for transgender women, (Nuttbrock et al.,
2009, 2012), the moderation analyses were also conducted controlling for Age. In examining
bivariate correlations, there was a statistically significant positive relationship for Age, with the
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WHO Physical Domain, WHO Psychological Domain, and WHO Environmental Domain ( r =
.198, p <.05, r = .31, p <.001, and r = .21, p <.01, respectively). The was a statistically
significant negative relationship for Age, with Non-Affirmation of Gender Identity and the Dass21 Total Score ( r = -.28, r = -.31, p <.001 respectively).

Figure 1. Plotted Interaction Between Non-Affirmation and Social Support
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Figure 2. Plotted Interaction Between Social Support and Non-Affirmation

Five additional moderated regression analyses were conducted. Age was entered in step 1
as a quantitative variable; both Non-Affirmation of Gender Identity and The MSPSS Total Score
variables were entered into Step 2. The interaction term was created by first centering the NonAffirmation of Gender Identity Total score and the MSPSS Total score and multiplying them.
Once created, the centered interaction term was entered in step 3. These steps were followed for
each outcome variables: WHOQOL Physical domain, WHOQOL Psychological domain,
WHOQOL Social Domain, WHOQOL Environmental Domain, and the DASS-21 total, resulting
in a total of five hierarchical regression analyses (See Table 5).
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Table 5
Hierarchical Regression Testing Moderation Including Age as a Covariate
Variable

B

SE

β

WHOQOL
Physical Domain
Model 1
Age

.05

.02

.20

Model 2
Age
MSPSS Total
Non-affirmation
of Gender Identity
Model 3
Age
MSPSS Total
Non-affirmation
of Gender Identity
Interaction
WHOQOLBREF
Psychological
Domain
Model 1
Age
Model 2
Age
MSPSS Total
Non-affirmation
of Gender Identity
Model 3
Age
MSPSS Total
Non-affirmation
of Gender Identity
Interaction
WHOQOLBREF
Social domain
Model 1
Age
Model 2
Age
MSPSS Total
Non-affirmation
of Gender Identity
Model 3
Age

df

t

p

2.59

.010

R2

ΔR2

.04

.04

.15

.13

f2

1-b

95% CI

1,165
[ .01, .09]

2,163
.03
.05
-.10

.02
.02
.04

.12
.23
-.20

1.62
3.02
-2.64

.107
.003
.009

.03
.05
-.10

.02
.02
.04

.11
.22
-.22

1.49
2.97
-2.77

.138
.003
.006

.00

.00

-.11

-1.56

.120

.08

.02

.31

4.16

.000

1,162

.02
.01
.03

.22
.43
-.19

.06
.09
-.09

.02
.01
.03

.00

.01

.16
[-.01, .07]
[.02, .08]
[-.18, -.03]
.16

.31

2,163
.06
.09
-.09

.15
.16

1,165

[-.01, .07]
[.02, .08]
[-.17, -.03]

[-.01, .00]

.10
[.04, .12]

.59

.25

.
.49

3.35
6.59
-2.74

.001
.000
.007

.22
.43
-.19

3.25
6.55
-2.83

.001
.000
.005

[.02, .09]
[.06, .09]
[-.16, -.03]

.00

-.07

-1.15

.252

[-.01, .00]

-.02

.02

-.06

-.75

.455

-.03
.15
.00

.02
.02
.04

-.11
.62
-.01

-1.73
9.81
-1.00

.085
.000
.924

-.03

.02

-.11

-1.68

.096

1,162

.
.59

1,165

.01

.52

[ .02, .09]
[.06, .12]
[-.15, -.02]

.43

.00

2,163

[-.06, .03]
.39

1,162

.61
[-.07, .01]
[.12, .18]
[-.07, .07]

.39
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.38

.00

.59

.30
[-.07, .01]

Table 5. Continued
MSPSS Total
Non-affirmation
of Gender Identity
Interaction
WHOQOLBREF
Environmental
domain
Model 1
Age
Model 2
Age
MSPSS Total
Non-affirmation
of Gender Identity
Model 3
Age
MSPSS Total
Non-affirmation
of Gender Identity
Interaction
DASS21 Total
Model 1
Age

.15
.00

.02
.04

.62
.00

9.80
-.05

.000
.961

[.12, .18]
[-.07, .07]

.00

.00

.03

.55

.585

[.00, .01]

.05

.02

.21

2.81

.006

.03
.08
-.11

.02
.01
.03

.11
.42
-.25

1.65
6.23
-3.53

.101
.000
.001

.03
.08
-.11

.02
.01
.03

.10
.41
-.25

1.53
6.19
-3.64

.127
.000
.000

[-.01, .06]
[.06, .11]
[-.18, -.05]

.00

.00

-.09

-1.33

.185

[-.01, .00]

-.35

.08

-.31

-4.26

.000

1,165

.05

2,163

[.02, .09]
.32

1,162

.45
[-.01, .06]
[.06, .11]
[-.17, -.05]

.33

1,165

.27

.01

.45

.08

.10
[-.52,-.19]

Model 2
2,163
.25 .15 .30
Age
-.27 .08 -.24
-3.43 .001
[-.43, -.12]
MSPSS Total
-.29 .06
-.32
-4.54 .000
[-.41, -.16]
Non-affirmation
.33 .15
.16
2.23 .027
[.04, .61]
of Gender Identity
Model 3
1,162
.26 .02 .33 .30
Age
-.26 .08 -.23
-3.28 .001
[-.42, -.10]
MSPSS Total
-.28 .06 -.31
-4.51 .000
[-.41, -.16]
Non-affirmation
.35 .15
.17
2.41
.017
[.06, .64]
of Gender Identity
Interaction
.02 .01
.13
1.97
.050
[.00, .03]
Note: N = 167
WHOQOLBREF = World Health Organization Quality of Life Brief version; DASS-21 = Depression,
Anxiety, and Stress Scale – 21; MSPSS = Multidimensional Scale of Perceived Social Support; CI =
confidence interval.
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With Age added for the WHOQOLBREF Physical domain, the model was statistically
significant (Adjusted R2 = .13, R2 Δ = .11, F (3,163) = 9.44, p <.001, f2 = .15 with both the NonAffirmation of Gender Identity total (b = -.10, t = -2.64, p = .009, 95% CI [-.17,-.03]) and
MSPSS Total (b = .05, t = 3.02, p = .003, 95% CI [.02, 08]) being statistically significant
predictors. Age was not a statistically significant predictor (b = .03, t = 1.62, p = .107, 95% CI
[.00..07]. The final model was also statistically significant (Adjusted R2 = .14, R2 Δ = .01, F(4,
162) = 7.76, p <.001, f2 = .16), both the Non-Affirmation of Gender Identity total (b = -.10, t = 2.77, p = .006, 95% CI [-.18,-.03]) and MSPSS Total ( b = .05, t = 2.98, p = .003, 95% CI
[.02,.08]) remaining statistically significant predictors. The interaction term was not statistically
significant, b = .00, t = -1.56, p = .120, 95% CI [-.01, .00]. The total effect (f2) of the model was
.16, resulting in an increase by .01 compared to the previous hierarchical regression model that
did not include age (f2 = .15).
With Age added for the WHOQOLBREF Psychological domain, the model was
statistically significant (Adjusted R2 = .33, R2 Δ = .25, F (3,163) = 28.74, p <.001, f2 = .49 ). Age
(b = .06, t = 3.35, p = .001, 95% CI [.02, .09]), the Non-Affirmation of Gender Identity total (b =
-.09, t = -2.74, p = .007, 95% CI [-.15,-.02]), and MSPSS Total (b = .09, t = 6.59, p < .001, 95%
CI [.06, 12]) were statistically significant predictors. The final model was also statistically
significant (Adjusted R2 = .34, R2 Δ = .01, F(4, 162) = 21.93, p <.001, f2 = .52 ), with Age (b =
.06, t = 3.25, p = .001, 95% CI [.02, .09], the Non-Affirmation of Gender Identity total (b = -.09,
t = -2.83, p = .005, 95% CI [-.16,-.03]) and MSPSS Total ( b = .09, t = 6.55, p < .001, 95% CI
[.06,.12]) remaining statistically significant predictors. The interaction term was not statistically
significant, b = .00, t = -1.15, p = .252, 95% CI [-.01, .00]. The total effect size (f2 = .52)
increased by .08 compared to the original model when Age was not included (f2 =.43).

160

With Age added for the WHOQOLBREF Social domain, the model was statistically
significant (Adjusted R2 = .38, R2 Δ = .38, F (3,163) = 34.33, p <.001, f2 = .61) with the MSPSS
Total (b = 15, t = 9.81, p < .001, 95% CI [.12, 18]) being the only statistically significant
predictor. Neither Age (b = -.03, t = -1.73, p = .085, 95% CI [-.01, 01]), nor the Non-Affirmation
of Gender Identity total (b = .00, t = -.10, p = .924, 95% CI [-.07,-.07]) were statistically
significant predictors. The final model was also statistically significant (Adjusted R 2 = .37, R2 Δ
= .00, F(4, 162) = 25.71, p <.001, f2 = .59), with the MSPSS Total (b = .15, t = 9.8, p < .001,
95% CI [.12, .18]) remaining a statistically significant predictor. Neither Age (b = -.03, t = -1.68,
p = .096, 95% CI [-.01,01]), nor the Non-Affirmation of Gender Identity total (b = .00, t = -.05, p
= .961, 95% CI [-.07,-.07]) were statistically significant predictors. The interaction term was not
statistically significant, b = .00, t = .55, p = .585, 95% CI [.00, .01]. The effect size for the final
model (f2 = .59) did not change to the effect size compared to the original model in which Age
was not included (f2 = .59).
With Age added for the WHOQOLBREF Environmental domain, the model was
statistically significant (Adjusted R2 = .31, R2 Δ = .27, F (3,163) = 25.27, p <.001, f2 = .45) with
both the Non-Affirmation of Gender Identity total (b = -.11, t = -3.53, p = .001, 95% CI [-.17,.05]) and MSPSS Total (b = .08, t = 6.23, p <.001, 95% CI [.06, 11]) being statistically
significant predictors. Age was not a statistically significant predictor (b = .03, t = 1.65, p = .101,
95% CI [-.01.07]. The final model was also statistically significant (Adjusted R2 = .31, R2 Δ =
.01, F(4, 162) = 19.48, p <.001, f2 = .45), with both the Non-Affirmation of Gender Identity
total (b = -.11, t = -3.64, p < .001, 95% CI [-.18,-.05]) and MSPSS Total ( b = .08, t = 6.19, p <
.001, 95% CI [.06,.11]) remaining statistically significant predictors. Age ( b = .03, t = 1.53, p =
.127, 95% CI [-.01,.06] was not a statistically significant predictor. The interaction term was also

161

not statistically significant, b = .00, t = -1.33, p = .185, 95% CI [-.01, .00]. The effect size of the
final model (f2 = .45) increased by .02 compared to the original model in which Age was not
included (f2 = .43).
With Age added for the DASS-21 total, the model was statistically significant (Adjusted
R2 = .23, R2 Δ = .15, F (3,163) = 17.80, p <.001, f2 = .30) with Age ( b = -.27, t = -3.43, p = .001,
95% CI [-.43, -.12] the Non-Affirmation of Gender Identity total (b = .33, t = 2.23, p = .027,
95% CI [.04, .61]) and MSPSS Total (b = -.29, t = -4.54, p < .001, 95% CI [-.41, -.16]) being
statistically significant predictors. The final model was also statistically significant (Adjusted R 2
= .25, R2 Δ = .02, F(4, 162) = 14.56, p <.001, f2 = .33), with Age (b = -.26, t = -3.28, p = .001,
95% CI [-.42, -.10]), the Non-Affirmation of Gender Identity total (b = .35, t = 2.41, p = .017,
95% CI [.06, .64]) and MSPSS Total ( b = -.28, t = -4.51, p < .001, 95% CI [-.41,.-.16])
remaining as statistically significant predictors. The interaction term was not statistically
significant, b = .02, t = 1.97, p = .050, 95% CI [.00, .03]. The effect size from the final model (f2
= .33) increased by .08 compared to the effect size of the original model in which Age was not
included (f2 = .25).
In summary, non-affirmation of gender identity did not moderate the relationship
between social support and any quality of life domain, indicating no support for rejecting the null
hypothesis. Partial support was found for rejecting the null hypothesis for non-affirmation of
gender identity moderating the relationship between social support and the DASS-21 total. The
interaction term was statistically significant, however, when Age was added as a covariate, the
interaction term was no longer statistically significant. Further discussion about the implication
for these mixed findings will be reviewed in the discussion. A key take away from this main
analyses is that there appeared to be no evidence for non-affirmation of gender identity
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moderating the relationship between social support and quality of life but partial evidence for it
moderating the relationship between social support and psychological well-being.
Social Support and Affirmation – Secondary Analysis
Social support. Although the MSPSS Total was used as an indicator of social support for
the main analysis, it does not provide information about which type of support best predicts
quality of life and psychological well-being for transgender populations. Recall earlier in this
chapter that the MSPSS Family subscale mean was statistically significantly lower than the
MSPSS Friend and MSPSS Significant Other subscale means. This suggests that support from
different sources may not be equal and it is important to examine how different sources of
support might predict quality of life and psychological well-being. In addition, the type of
support was also measured using the BSSS Emotional and BSSS Instrumental scales because it is
also important to investigate whether or not the type of support also matters in understanding
quality of life and psychological well-being. To answer these questions, two new sets of
regression analyses were conducted on each of the five regression outcome variables
(WHOQOLBref Physical, WHOQOLBREF Psychological, WHOQOLBREF Social,
WHOQOLBREF Environmental, and DASS-21). The first new set of 5 regression analyses used
the MSPSSS Family, MSPSS Friends, and MSPSSS Significant Other susbcales as predictors.
The second new set of 5 regression analyses uses the BSSS Emotional and BSSS Instrumental
subscales as predictors. Finally, to further explore the relationship among all support variables
and quality of life and psychological well-being, a canonical correlation analysis was conducted.
Table 6 contains results from the multivariate regressions using the MSPSS Family,
MSPSS Friends, and MSPSS Significant Other subscales as predictors for all five outcome
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variables. Age was entered as a control variable in Step 1 and in Step 2, all three MSPSS
subscales were entered into the regression model.

Table 6
Hierarchical Regression for MSPSS Subscales
Variable

B

SE

β

df

T

P

R2

ΔR

f2

1-b

95% CI

2

WHOQOL
Physical Domain
Model 1
Age
Model 2
Age
MSPSS Family
MSPSS Friends
MSPSS Significant
Other
WHOQOLBREF
Psychological
Domain
Model 1
Age
Model 2
Age
MSPSS Family
MSPSS Friends
MSPSS Significant
Other
WHOQOLBREF
Social domain
Model 1
Age
Model 2
Age
MSPSS Family
MSPSS Friends
MSPSS Significant
Other
WHOQOLBREF
Environmental
domain
Model 1
Age

1,165
.05

.02

.20

2.59

.010

2.67
3.34
1.58
-.42

.008
.001
.116
.672

4.16

.000

4.37
4.01
3.43
1.57

.000
.000
.001
.119

-.75

.455

-1.68
2.53
7.25
3.19

.095
.012
.000
.002

2.81

.006

.02

.04

[ .01, .09]

.15

.11

[ .01, .09]
[ .05, .19]
[-.02, .15]
[-.09, .06]

.09

.10

4,162
.05
.12
.07
-.02

.02
.04
.04
.04

.20
.27
.13
-.03

.08

.02

.31

.08
.13
.13
.05

.02
.03
.04
.03

.28
.28
.25
.11

-.02

.02

-.06

-.03
.08
.28
.10

.02
.03
.04
.03

-.10
.16
.48
.20

.05

.02

.21

.14

1,165
[ .04, .12]

4,162

.31

1.00

[ .04, .11]
[ .07, .19]
[ .05, .20]
[-.01, .11]

.33

.24

.00

.00

[-.06, .03]

.43

.43

[-.07, .01]
[ .02, .15]
[ .20, .36]
[ .04, .17]

.05

.04

1,165
4,162

.72

1.00

1,165
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[ .02, .09]

Table 6. Continued
Model 2
Age
MSPSS Family
MSPSS Friends
MSPSS Significant
Other
DASS21 Total
Model 1
Age

3,163
.05
.17
.08
.03

.02
.03
.04
.03

.20
.40
.16
.07

-.35

.08

-.31

2.95
5.61
2.17
1.00

.004
.000
.031
.320

.31

.26

-4.26

.000

.10

.10

.41

1.00

[ .02,
[ .11,
[ .01,
[-.03,

.08]
.23]
.15]
.09]

1,165
[-.52, -.19]

Model 2
4,162
Age
-.35
.08
-.31
-4.68
.000
[-.50, -.20]
MSPSS Family
-.57
.14
-.30
-4.10
.000
[-.84, -.29]
MSPSS Friends
-.53
.16
-.24
-3.27
.001
[-.84, -.21]
MSPSS Significant .13
.14
.07
.94
.348 .28 .19 .37 1.00 [-.14, .40]
Other
Note: N = 167
WHOQOLBREF = World Health Organization Quality of Life Brief version; DASS-21 = Depression, Anxiety,
and Stress Scale – 21; MSPSS = Multidimensional Scale of Perceived Social Support

For the WHOQOLBREF Physical domain, the model was statistically significant
(Adjusted R2 = .12, R2 Δ = .02, F (4,162) = 6.86, p <.001, f2 = .14), with Age (b = .05, t = 2.67, p
= .008, 95% CI [.01,.09] and the MSPSS Family ( b = .12, t = 3.34, p = .001, 95% CI [.05, .19])
being statistically significant predictors of the WHOQOL Physical domain scores. The MSPSS
Friends ( b = .07, t = 1.58, p = .116. 95% CI [-.02, .15]) and MSPSS Significant Other subscales
( b = -.02, t = -.42, p = .672. 95% CI [-.09, .06]) were not statistically significant predictors.
For the WHOQOLBREF Psychological domain the model was statistically significant
(Adjusted R2 = .31, R2 Δ = .01, F (4,162) = 19.96, p <.001, f2 = .45), with Age (b = .08, t = 4.37,
p < .001, 95% CI [.04,.11], the MSPSS Family ( b = .13, t = 4.01, p < .001, 95% CI [.07, .19]),
and MSPSS Friends subscale ( b = .13, t = 3.43, p = .001, 95% CI [.05,20]) being statistically
significant predictors of the WHOQOL The MSPSS Significant Other subscale ( b = .05, t =
1.57, p = .119. 95% CI [-.01, .11]) was not a statistically significant predictor.
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For the WHOQOLBREF Social domain, the model was statistically significant (Adjusted
R2 = .42, R2 Δ = .00, F (4,162) = 30.92, p <.001, f2 = .72) with The MSPSS Family (b = .08, t =
2.53, p = .012, 95% CI [.02,.15], the MSPSS Friends ( b = .28, t = 7.25, p < .001, 95% CI [.20,
.36]), and MSPSS Significant Other subscale ( b = .10, t = 3.19, p = .002, 95% CI [.04,.17])
being statistically significant predictors of the WHOQOL Social domain. Age ( b = -.03, t = 1.68, p = .095. 95% CI [-.07, .01]) was not a statistically significant predictor.
For the WHOQOLBREF Environmental domain, the model was statistically significant
(Adjusted R2 = .29, R2 Δ = .01, F (4,162) = 17.85, p <.001, f2 = .41) with Age (b = .05, t = 2.95, p
= .004, 95% CI [.02,.08], the MSPSS Family ( b = .17, t = 5.61, p < .001, 95% CI [.11, .123]),
and the MSPSS Friends subscale ( b = .08, t = 2.17, p = .031, 95% CI [.01, .15]) being
statistically significant predictors of the WHOQOL Environmental domain. The MSPSS
Significant Other subscale ( b = .03, t = 1.00, p = .320. 95% CI [-.03, .09]) was not a statistically
significant predictor.
For the DASS-21 total, the model was statistically significant (Adjusted R2 = .27, R2 Δ =
.02, F (4,162) = 16.06, p <.001, f2 = .37), with Age (b = -.35, t = -.4.68, p < .001, 95% CI [-.50,.20], the MSPSS Family ( b = -.57, t = -4.10, p < .001, 95% CI [-.84, -.29]), and MSPSS Friends
subscale ( b = -.53, t = -.3.27, p = .001, 95% CI [-.84,-.21]) being statistically significant
predictors of the DASS-21 total. The MSPSS Significant Other subscale ( b = .13, t = .94, p =
.348, 95% CI [-.14, .40]) was not a statistically significant predictor.
Upon reviewing all five regression analyses, Age, MSPSS Family, and MSPSS Friends
statistically significantly predicted the majority of outcome variables (WHOQOL Psychological,
WHOQOL Environmental, and DASS-21 domains). The MSPSS Family and Age only predicted
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the WHOQOL Physical domain. For the WHOQOL Social domain, all three MSPSS subscales
had statistically significant relationship but not Age.
Table 7 contains multivariate regression analyses using the BSSS Emotional, and BSSS
Instrumental support variables as predictors for all five outcome variables. Similar to the first
regression model, Age was entered in Step 1 and then both BSSS subscales were entered in Step
2. Thus, the same process was followed to conduct five different hierarchical regression
analyses, one for each outcome variable (WHOQOLBREF Physical, WHOQOLBREF
Psychological, WHOQOLBREF Social, WHOQOLBREF Environmental, and DASS-21).

Table 7
Hierarchical Regression for BSSS Subscales
Variable

B

SE

β

df

t

P

R2

ΔR

f2

o

95% CI

2

WHOQOLBREF
Physical Domain
Model 1
Age
Model 2
Age
BSSS Emotional
BSSS Instrumental
WHOQOLBREF
Psychological
Domain
Model 1
Age
Model 2
Age
BSSS Emotional
BSSS Instrumental
WHOQOLBREF
Social domain
Model 1
Age
Model 2
Age
BSSS Emotional
BSSS Instrumental

1,165
.05

.02

.20

2.59

.010

2.45
.73
1.73

.016
.469
.086

4.16

.000

4.21
2.31
1.78

.000
.022
.077

-.75

.455

-1.72
4.20
.95

.087
.000
.344

.04

.04

[ .01, .09]

.15

.11

[ .01, .09]
[-.23, .49]
[-.04, .57]

.10

.10

[.04, .12]

.33

.23

[ .04, .11]
[ .05, .69]
[-.03, .51]

.00

.00

[-.06, .03]

.36

[-.07, .01]
[.40, 1.10]
[-.15, .44]

3,163
.05
.13
.27

.02
.18
.16

.18
.10
.24

.08

.02

.31

.15

1.00

1,165
3,163
.07
.37
.24

.02
.16
.16

.27
.28
.22

-.02

.02

-.06

.45

1.00

1,165
3,163
-.03
.75
.14

.02
.02
.15

-.11
-.11
.11

167

.36

.54

1.00

Table 7. Continued
WHOQOLBREF
Environmental
domain
Model 1
1,165
Age
.05
.02
.21
2.81
Model 2
3,163
Age
.05
.02
.20
2.79
BSSS Emotional
-.02
.17
-.02
-.11
BSSS Instrumental
.43
.14
.41
3.09
DASS21 Total
Model 1
1,165
Age
-.35
.08
-.31
-4.26
Model 2
3,163
Age
-.32
.08
-.28
-4.09
BSSS Emotional
-1.90
.72
-.35
-2.65
BSSS Instrumental
-.14
.61
-.03
-.24
Note: N = 167
WHOQOLBREF = World Health Organization Quality of Life
and Stress Scale – 21; BSSS = Berlin Social Support Scales

.006

.05

.05

[.02,

.09]

[.01, .08]
[-.34, .31]
[.16, .71]

.006
.909
.002

.20

.16

.000

.10

.10

[-.52, -.19]

.14

[-.47, -.16]
[-3.32, -.49]
[1.35,1.06]

.000
.009
.813

.24

.23

.28

1.00

1.00

Brief version; DASS-21 = Depression, Anxiety,

For the WHOQOLBREF Physical domain, the model was statistically significant
(Adjusted R2 = .13, F (3,162) = 9.23, p <.001, f2 = .15) with Age (b = .05, t = 2.44, p = .016, 95%
CI [.01, .09] being the only statistically significant predictor for the WHOQOL Physical domain
scores. Neither BSSS Emotional (b = .13, t = .73, p = .469, 95% CI [-.23, .49]) nor BSSS
Instrumental ( b = .27, t = 1.73, p = .086, 95% CI [-.04, .57]) were statistically significant
predictors to the model.
For the WHOQOLBREF Psychological domain, the model was statistically significant
(Adjusted R2 = .31, F (3,163) = 26.17, p <.001, f2 = .45), with Age (b = .07, t = 4.21, p < .001,
95% CI [.04,.12] and the BSSS Emotional ( b = .37, t = 2.31, p = .022, 95% CI [.05, .69]) being
statistically significant predictors of the WHOQOL Psychological domain scores. The BSSS
Instrumental Subscale ( b = .24, t = 1.78, p = .077, 95% CI [-.03, .51]) was not a statistically
significant predictor.
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For the WHOQOLBREF Social domain, the model was statistically significant (Adjusted
R2 = .35, F (3,163) = 30.58, p <.001, f2 = .54), with the BSSS Emotional ( b = .75, t = 4.20, p <
.001, 95% CI [.40, .1.10]) being the only statistically significant predictor for WHOQOL Social
domain scores. Age (b = -.03, t = -1.72, p = .087, 95% CI [-.08, .01]) and the BSSS Instrumental
Subscale (b = .14, t = .95, p = .344, 95% CI [-.15, .44]) were not statistically significant
predictors.
For the WHOQOLBREF Environmental domain, the model was statistically significant
(Adjusted R2 = .19, F (3,163) = 13.79, p <.001, f2 = .23) with Age (b = .05, t = 2.79, p = .006,
95% CI [.01, .08] and the BSSS Instrumental ( b = .43, t = 3.09, p = .002, 95% CI [.16, .71])
being statistically significant predictors of the WHOQOL Environmental domain scores. The
BSSS Emotional Subscale ( b = -.02, t = -.11, p = .909, 95% CI [-.34, .31]) was not a statistically
significant predictor.
For the DASS-21 total, the model was statistically significant (Adjusted R2 = .22, F
(3,163) = 16.77, p <.001, f2 =.28), with Age (b = -.32, t = -4.09, p < .001, 95% CI [-.47, -.16] and
the BSSS Emotional ( b = -1.90, t = -2.65, p = .009, 95% CI [-3.32, -.49]) being statistically
significant predictors of the DASS-21 total. The BSSS Instrumental Subscale (b = -.14, t = -.24,
p = .813, 95% CI [-1.35, 1.06]) was not a statistically significant predictor.
Neither BSSS subscale predicted the WHOQOL physical domain. Age and emotional
support predicted the WHOQOL Psychological domain. Emotional support was the only
predictor for the WHOQOL Social domain. Age and Instrumental support predicted the
WHOQOL Environmental domain. Finally, Age and the BSSS Emotional support subscale
predicted the DASS-21 total.
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To further investigate which sources and types of support are associated with which
specific aspects of Quality-of-Life and psychological well-being, a canonical correlation analysis
was conducted using 5 support variables (MSPSS Family, MSPSS Friends, MSPSS Significant
Other, BSSS Emotional Support, and BSSS Instrumental support) as predictors of the 4 quality
of life variables (WHOQOL Physical, WHOQOL Psychological, WHOQOL Social, and
WHOQOL Environmental) and 3 psychological well-being variables (DASS-21 Stress, DASS21 Depression, DASS-21 Anxiety). Canonical correlation analyses allow examination of
multivariate shared relationships between two variable sets. Collectively the full model across all
functions was statistically significant, Wilks’s λ = .331, F(35, 654.46) = 5.62, p < .001, see Table
8 for more details. Because Wilks’s λ represents the variance unexplained by the model, 1 – λ
yields the full model effect size in an r2 metric. Thus, for the set of five canonical functions, the
r2 type effect size was .669, which indicates that the full model explained 66.9% of the variance
shared between variable sets. The analysis yielded five functions with squared canonical
correlations (R2c) of 1.26, .117, .086, .076, and .023 for each successive function (See Table 9).
The dimension reduction analysis allows the researcher to test the hierarchical
arrangement of functions for statistical significance. As noted, the full model (Functions 1 to 5)
was statistically significant, F(35, 654.46) = 5.62, p <.001. Functions 2 to 5, and 3 to 5 were also
statistically significant, F(24, 545.43) = 1.97, p = .004, and F(15, 433.81) = 1.94, p = .018
respectively. Functions 4 to 5 (F(8, 316) = 1.95, p = .053 and Function 5 on its own (F(3, 159) =
1.22, p = .303 did not explain statistically significant amounts of shared variances between the
variable sets (See Table 10). Because there is some evidence that functions 1 through 3
collectively yield statistically significant results, we also looked at the variance accounted for by
each of these functions to determine if any are interpretable. Given the R2c effects for each
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function, only the first function was considered noteworthy in the context of this study,
explaining 55.8% of the variance in the variable sets. Functions two, three, four, and five
explained only 10.5%, 8%, 7.1%, and 2.3% respectively, of the remaining variance in the
variable sets after extraction of the prior functions. Sherry et al., (2005) recommends interpreting
only functions with a reasonable amount of variance between variable sets. Due to the low
amount of variance explained, functions two through four were not included in interpretation of
the analysis.
Table 11 represents the standardized canonical function coefficients and structure
coefficients for Function 1. A canonical function is a set of standardized canonical function
coefficients for an observed predictor and set of criterion variables. There are as many functions
as there are variables. Each set of synthetic predictor and criterion variables are uncorrelated
with other synthetic predictor and criterion variables from other functions. This is convenient
because functions can be interpreted separately. Structure coefficients provide information about
the importance of each observed variable for the synthetic variables in a specific function. They
are analogous to factor loadings. Standardized canonical function coefficients provide
information about the contributions of specific observed variables to the relationship between
synthetic predictor and synthetic criterion variables. They are analogous to beta weights in
regression analysis. In addition, the squared structure coefficients (rs2) are also given; squared
structure coefficients represent the percentage of shared variance between the observed variable
and the synthetic variable created from the observed variable’s set. Looking at structure
coefficients in the table, the relevant support variables were primarily the MSPSS Friends (.841), BSSS Emotional (-.855), and BSSS Instrumental (-.829) subscales, with the MSPSS
Family (-.698) and MSPSS Significant Other (-.576) subscales as secondary contributors to the
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synthetic support variable. Because the structure coefficients for all support variables had the
same sign, they were all positively related. The standardized canonical coefficients were also
consulted to identify which support variables contributed to the relationship between the two
synthetic variables (Social Support and Health). In looking at the standardized canonical
coefficients, the MSPSS Friends (-.447) appeared to be the most relevant support variable with
the BSSS Emotional (-.337) and MSPSS Family Subscales (-.347) making secondary
contributions. Although the BSSS Instrumental subscale had a large structure coefficient, its
canonical coefficient is small (-.022), which is due to the multicollinearity that it has with other
criterion variables. In other words, Instrumental Support is an important aspect of social support,
but when looking at its canonical coefficient, it does not yield as strong of an effect on the
quality of life variables as the socio-emotional variables do.
Regarding the health variables in Function 1, the WHOQOL Social domain (-.889),
WHOQOL Psychological domain (-.711), and DASS-21 Depression subscale (.716) were the
primary contributors to the synthetic health variable, with the WHOQOL Environmental domain
(-.639) having a secondary contributions. Again, coefficients sharing the same sign have a
positive relationship with each other. Thus among the primary contributors to the synthetic
health variable, the Social, Psychological, and Environmental WHOQOL domains are positively
related with each other, and inversely related to DASS-21 Depression. The standardized
canonical coefficients were also consulted to identify which variables contributed to the
relationship between the two synthetic variables (Social Support and Health). In looking at the
standardized canonical coefficients, the WHOQOL Social (-.673) was the most relevant variable,
with the WHOQOL Environmental domain (-.366) making a secondary contribution.

172

These results were generally supportive of the expected relationship between social
support and quality of life, with specific factors related to social and psychological quality of life
and emotional support from Friends. Function 1 was labeled as “Socioemotional Health” (for
rationale, see Discussion section). The “socio-emotional” label refers to the MSPSS Friends,
MSPSS Family, and BSSS Emotional support variables that appeared to contribute most to the
two synthetic variables. When thinking about the synthetic variable of support, the BSSS
Emotional support offers insight into the type of support perceived from friends and family that
are most relevant. In addition, the two quality of life variables, WHOQOLBREF Social and
WHOQOLBREF Environmental domains, contributed most to the two synthetic variables,
further supporting the concept of health that was best described in terms of social-related facets
of quality of life.

Table 8
Canonical Significance Test
(S = 5, M = .5, N = 76.5)
Test name
Value
Pillais’s
.8356
Hotelling’s
1.565
Wilks’s λ
.5579
Note: N = 167

Approximate F
4.56
6.86
5.62

Hypothesis DF
35.00
35.00
35.00

Error DF
795.00
767.00
654.46

Significance of f
.000
.000
.000

Canonical
Correlation
.7469
.3239
.2821
.2660
.1502

Squared
Correlation
.5579
.1049
.0796
.0708
.0226

Table 9
Canonical Correlations for Each Function
Root No

Eigenvalue

%

Cumulative %

1
2
3
4
5
Note: N = 167

1.2618
.1172
.0864
.0761
.0231

80.65
7.49
5.52
4.87
1.47

80.65
88.13
93.66
98.53
100.00
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Table 10
Canonical Correlation Dimension Reduction Analysis
Roots

Wilks lambda

F

Hypothesis DF

Error DF

1 to 4
2 to 4
3 to 4
4 to 4
5 to 5
Note: N = 167

.3309
.7484
.8360
.9083
.9774

5.62
1.97
1.94
1.95
1.22

35.00
24.00
15.00
8.00
3.00

654.46
545.43
433.81
316.00
159.00

Significance
of F
.000
.004
.018
.053
.303

Table 11
Canonical Structure and Standardized Coefficients
Function
Variable
MSPSS Family
MSPSS Friends
MSPSS Significant Other
BSSS Emotional
BSSS Instrumental
WHOQOLBREF Physical
WHOQOLBREF Psychological
WHOQOLBREF Social
WHOQOLBREF Environmental
DASS-21 Depression
DASS-21 Anxiety
DASS-21 Stress
Note: MSPSS = Multidimensional Scale of
Scales; WHOQOLBREF = World Health
Depression Anxiety and Stress Scale.

1
Coef
rs
rs2 (%)
-.3471
-.6979
48.7
-.4470
-.8412
70.7
-.1319
-.5759
33.2
-.3369
-.8547
73.1
.0216
-.8290
68.7
.1968
.4460
19.9
-.1930
-.7107
50.6
-.6732
-.8886
79.0
-.3661
-.6385
40.8
.2205
.7159
51.3
.0401
.3585
12.9
-.1231
.4356
19.0
Perceived Social Support; BSSS = Berlin Social Support
Organization Quality of Life Brief scale; DASS-21 =

Affirmation. Another secondary purpose of this study was to investigate more
approaches in measuring affirmation. To do so, four items were created to measure Affirmation.
The raw score of all four items were added to create the Affirmation total. The mean score for
the Affirmation Total score was 12.61 (SD = 3.66, Mode = 15; Minimum = 4; Max = 20,
Skewness = -.49; Kurtosis = -.31). Of the four items, the mode for three of them was 4 (Agree),
indicating that most participants agreed with statements of affirmation of gender identity. For
item 2 “People correct others who refer me by my incorrect pronouns,” the mode was 3 (Neither
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agree nor disagree; N = 57) and 4 (N = 57). When considering the total score and the modes of
each item, it would appear that overall, the sample indicated they experienced affirmation of
their gender identity, most of them agreeing with all items. The Affirmation total score
demonstrated acceptable reliability with a reliability score of .80.
All statistically significant correlations for the Affirmation total score were in the
direction as expected given that this scale was meant to capture positive aspects of affirmation.
Affirmation total scale score had a strong statistically significant positive correlation with the
TCS Appearance (r = .50, p < .001) and TCS Total ( r = .56, p <.001) scales. Affirmation total
also had a moderate statistically significant correlation with the TCS Gender Identity Acceptance
scale (r = .36, p <.001). Affirmation total also had a strong statistically significant negative
correlation with the Non-affirmation of Gender Identity subscale ( r = -.57, p < .001). Given that
the correlations for Affirmation total with the TCS Total and Non-affirmation of Gender Identity
total were strong correlations, these findings support that the Affirmation total score had good
criterion validity. In addition, the Affirmation total score had small to moderate statistically
significant negative correlations with the GMSR Discrimination (r = -.24, p = .002), GMSR
Rejection (r = -.36, p <.001), GMSR Victimization (r = -.21, p = .006), and GMSR Total scores
(-.33, p <.001). Conceptually these correlations make sense as it would be expected that
participants who reported experiencing more affirmation from people to whom they disclosed
their gender identity might also have confirmed fewer experiences of gender minority stress.
In regards to social support, the Affirmation total score had moderate statistically
significant positive correlations with the MSPSS Family (r = .42, p <.001), MSPSS Friends (r =
.46, p <.001), MSPSS Significant Other (r = .25, p = .001), BSSS Emotional (r = .42, p <.001),
and BSSS Instrumental (r = .37, p <.001), scales. The Affirmation total score also had a strong
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statistically significant positive relationship with the MSPSS Total (r = .50, p <.001). In
investigating the Affirmation total score’s relationship with quality of life and psychological
well-being, the Affirmation total score had moderate statistically significant positive
relationships with the WHOQOLBREF Physical (r = .38, p <001), WHOQOLBREF
Psychological (r = .49, p<.001), WHOQOLBREF Social (r = .32, p <.001), and WHOQOLBREF
Environmental (r = .32, p<.001) domain scores. The Affirmation total score also had a moderate
statistically significant negative relationship with the DASS-21 total (r = -.42, p < .001).
In summary, the regression analyses indicated that support from family, friends, and
emotional type of support were the most common types of statistically significant predictors for
quality of life and psychological well-being. Further analysis using canonical correlation
analyses indicated that the relationship between social support and health included emotional
types of family and friend support andsocial and environmental facets of quality of life. The
results of the canonical correlation analysis provides a more holistic approach in understanding
the relationship between social support and quality of life, providing evidence that source and
type of social support are important factors to consider in understanding social support as a
protective factor for quality of life.
Community support. Although measures of community support were not included in
primary analyses of this study, community support is an important variable, measured by asking
participants about receiving various types of support from different types of communities. The
raw total score for community support for basic needs, support from the spiritual community,
and support from the online community were the only totals with statistically significant
correlations with the social support variables. Community support for basic needs had a small
statistically significant positive relationship with the BSSS Instrumental subscale ( r = .17, p =
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.029). Support from the spiritual community had small statistically significant positive
relationships with the BSSS Emotional ( r = .17, p = .026) and BSSS Instrumental ( r = .17, p =
.032) subscales. Lastly, support from the online community had a small statistically significant
negative relationship with the MSPSS Significant Other ( r = -.17, p = .033) subscale.
Combining all types of support (basic needs, emotional support, advice) from all communities
(racial, transgender, spiritual, online), the total community support variable had a small positive
statistical relationship with the MSPSS Friends subscale ( r = .21, p = .007) only.
Looking at support from specific communities, only a few had statistically significant
correlations with outcome variables. The total for community support for basic needs had a small
statistically significant positive relationship with the DASS21-total ( r = 16, p = .039). Support
from the online community had a small statistically significant relationship with the
WHOQOLBREF Physical ( r = -.25, p = .001) and WHOQOLBREF Psychological ( r = -.24, p
= .002) domains. Online community support also had a small statistically significant positive
relationship with the DASS-21 total ( r = .19, p = .013). Because it was unexpected to find a
positive relationship between online community support and psychological distress, other
bivariate correlations were investigated. Because online community support had been understood
as support when other types of support is not available, I investigated the relationship of online
community support with variables related to a lack of support, specifically Non-affirmation of
Gender Identity and Gender Discrimination, Gender Rejection, Gender Victimization, and
Gender Minority Stress Total score. The online community support total had a small statistically
significant positive relationship with the Non-affirmation of Gender Identity total (r = .24, p =
.002). Online community support also had a small positive statistically significant relationship
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with the Gender Victimization Total (r = .17, p = .026), and Gender Minority Stress Total score (
r = .16, p = .036).
Although the analyses for community support was exploratory, it appears that of the
different types of community support, online community support had positive statistically
significant relationships for two quality of life domains and a positive relationship with the
DASS-21. Thus, it would appear that there are benefits and potential detriments to relying on
online community support. In regards to the detriments, the apparent positive relationship
between online support and psychological distress may be related to increased non-affirmation of
gender identity, and gender victimization, which were also statistically significantly positive
relationships with online community support.
Gender Identity and Transition – Exploratory Analyses
The purpose of the exploratory analyses was to understand the samples experiences
concerning gender identity and transition. First, gender identity is examined by discussing how
participants described their gender identity, using both multiple choice and written-responses.
Social support, quality of life and psychological well-being are explored for specific gender
identities using a small subset of the sample. Transition is explored by first examining the
sample’s responses to seeking hormone treatment and sexual reassignment surgery. Quality of
life and psychological well-being scores are also explored based on access to hormone treatment
and sexual reassignment surgery. Finally, the Transgender Congruence Scale (Kozee et al., 2012)
is used to understand congruence as it relates to participants’ responses to taking hormones or
underdoing sexual reassignment surgery. Differences in TCS scores are explored based on
responses to hormone and sexual reassignment surgery questions.
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Gender identity. Another purpose of this study was to understand how participants
explored and described their gender identity. Table 12 presents how participants identified
gender when asked to select all identities that applied. The categories are listed in rows and
columns in order to portray the intersection of identities for some participants who selected more
than one category. For example, the total number of participants identifying as Trans Female was
47. In looking at the next column, 2 people who identified as Trans Female also identified as
Genderqueer. Table 13 summarizes percentages of participants in specific gender identity
categories, based only on those participants who selected a single gender identity category (N =
120; 71.9% of total sample). In addition, Table 14 provides some anecdotal examples of how
participants described gender identity in their own words and what multiple choice responses
they selected.

Table 12
Gender Identity Matrix
Trans Trans
Male Fema
le
Trans Male
Trans Female
Genderqueer
Non-Binary
Two-Spirit
Agender
Genderfluid
Bi-gender
Third Gender
Other
Total

58
0
8
13
2
0
2
1
1
1
58

0
47
2
2
0
0
1
0
0
0
47

Gen
derq
ueer
8
2
36
27
1
3
11
0
1
3
36

Non
Bin
ary
13
2
27
58
1
8
14
2
1
6
58

TwoSpirit

Agen
der

Gende
rfluid

Bigender

Third
Gend
er

Ot
her

Total

2
0
1
1
4
1
0
0
0
0
4

0
0
3
8
1
15
2
0
0
2
15

2
1
11
14
0
2
17
1
0
2
17

1
0
0
2
0
0
1
3
0
1
3

1
0
1
1
0
0
0
0
2
0
2

1
0
3
6
0
2
2
1
0
6
6

58
47
36
58
4
15
17
3
2
6
167
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Table 13
Gender Identity One Category Selected
Transgender Male/Male/Trans Male
Transgender Female/Female/Trans Female
Genderqueer
Nonbinary
Two Spirit
Agender
Gender fluid
Bi Gender
Total

N
41
45
7
16
1
6
3
1
120

%
34.2%
37.5%
5.8%
13.3%
1%
5%
2.5%
1%
100%

Table 14
Gender Identity in Their Own Words
Written Response
“Technically non-binary, but prefer he/him
pronouns and feel most comfortable being referred
to as male”
“Masculine-aligned, but I’m still questioning a lot of
things. He/Him, best things to define me right now
are transman or demiboy.”
“Gender non-conforming transgender man.”
“Non-binary transfemme/transwomn.”
“Demigirl (not wholly female but not wholly
nonbinary.)”
“Demiboy, so both male and non-binary. However,
I am questioning if I’m just non-binary and
masculine presenting. What I know is that I’m NOT
a girl.”

Multiple Choice responses
Trans Male, Genderqueer, Non-binary,

“My gender is better expressed through non-human
and synesthetic concepts and ideas (xenogender) and
feels largely femme. It's impacted by my intersex
status so I have very non-conforming ideas of what
'femme' is.”
“I identify as a woman”
“Demigirl (not wholly female but not wholly
nonbinary”
“Non-binary / masc-of-center”

Genderqueer, Non-binary, Genderfluid, Other
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Trans Male, Non-binary

Trans Male
Trans Woman, Non-binary
Genderqueer, Non-Binary
Non-binary, Agender

Trans Woman
Genderqueer, Non-binary
Genderqueer, Non-binary

When looking at the written responses and multiple response choices, the written
responses are indicative of how fluid gender identity appeared to be for some participants. For
others, gender identity appeared to be in continued development. In other words, gender identity
could be undetermined as the individual explored multiple identities. Gender identity could also
be more than one identity when considering participants who selected more than one category. In
other words, limiting participants to one gender identity category would have been insufficient in
capturing how they identified as some of them used multiple categories to describe their identity.
Gender identity quality of life and psychological well-being. In order to further
understand gender identity and transition, a subset of the sample was selected to look at various
responses and scores across gender identity. Participants who selected one identity or in their
own words, indicated identifying with a binary or non-binary gender identity were included in
this subsample. Because some identities had a low sample size (N < 20), identities that were not
Trans Male or Trans Female were recoded as Non-binary, thus the three identities selected for
comparisons were Trans Male (N = 41) , Trans Female (N = 45) , and Non-Binary identities (N =
34). Although this method was an imperfect comparison due to collapsing non-binary identities
into a single category, the purposes are exploratory and not meant to draw statistical inferences.
To avoid describing the sample as monolithic, social support, gender Minority Stress, quality of
life, and psychological well-being scores for each group are examined to describe a holistic
picture of quality of life for transgender individuals. To better understand congruence for
different gender identities, TCS mean scores were reported for Transmale, Transfemale, and
Non-binary participants. Non-binary participants had the lowest mean TCS Appearance score
(2.72, SD = .91), followed by Transfemales (M =2.92, SD = 1.24) and Trans Males (M = 3.10,
SD = 1.15). Transfemales had a higher mean TCS Gender Identity Acceptance score (4.48, SD =
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.74) than Non-binary participants (M = 3.81, SD = .86), and Transmales (M = 3.81. SD = .86).
The mean TCS Total scores were 3.30 (SD = .97) for Transmales, 3.33 (S = 1.01) for
Transfemales, and 3.12 (SD = .74) for Non-binary participants. Non-affirmation of Gender
Identity total mean scores were also calculated, with Transmales having a mean Non-affirmation
of Gender Identity score of 11.56 (SD = 8.93), Transfemales having a mean Non-affirmation of
Gender Identity total of 11.80 (SD = 6.37), and Non-binary participants having a mean Nonaffirmation of Gender Identity score of 15.56 (SD = 4.40).
In regards to support, the mean MSPSS Family subscale scores were 14.59 (SD = 7.95)
for Transmales, 15.09 (SD = 7.34) for Transfemales, and 16.15 (SD = 6.99) for Non-binary
participants. The mean MSPSS Friends scores were 19.39 (SD = 7.43) for Transmales, 21.60
(SD = 5.62) for Transfemales, and 23.59 (SD = 4.47) for Non-binary participants. The mean
MSPSS Significant Other scores were 23.15 (SD = 6.81) for Transmales, 22.78 (SD = 6.59) for
Transfemales, and 21.68 (SD = 7.99) for Non-binary participants. The mean MSPSS Total scores
were 57.12 (SD = 16.39) for Transmales, 59.47 (SD = 14.34) for Transfemales, and 61.41 (SD =
12.83) for Non-binary participants. The BSSS Emotional scores were 12.80 (SD = 2.35) for
Transmales, 13.60 (SD = 2.39) for Transfemales, and 13.44 (SD = 2.02) for Non-binary
participants. The mean BSSS Instrumental scores were 12.61 (SD = 3.18) for Transmales, 12.71
(SD = 3.25) for Transfemales, and 13.32 (SD = 2.04) for Non-binary participants.
In regards to quality of life, mean WHOQOLBREF Physical domain mean scores were
12.57 (SD = 3.22) for Trans Males, 14.06 (SD = 3.37) for TransFemales, and 12.72 (SD = 3.24)
for Non-binary participants. Mean WHOQOLBREF Psychological domain scores were 10.80
(SD = 3.20) for Trans Males, 12.41 (SD = 3.48) for TransFemales, and 11.67 (SD = 2.76) for
Non-binary participants. Mean WHOQOLBREF Social domain scores were 12.62 (SD = 3.58)
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for Trans Males, 13.27 (SD = 3.75) for TransFemales, and 15.00 (SD = 3.05) for Non-binary
participants. Mean WHOQOLBREF Environmental domain scores were 12.99 (SD = 3.05) for
Trans Males, 14.23 (SD = 3.56) for TransFemales, and 13.68 (SD = 2.22) for Non-binary
participants.
For psychological well-being, mean DASS-21 Depression scores were 9.66 (SD = 7.17)
for TransMales, 7.24 (SD = 5.67) for TransFemales, and 7.76 (SD = 4.82) for Non-binary
participants. Mean DASS-21 Anxiety scores were 7.29 (SD = 5.83) for Trans Males, 4.13 (SD =
3.54) for TransFemales, and 5.91 (SD = 4.11) for Non-binary participants. Mean DASS-21
Stress scores were 10.22 (SD = 5.76) for TransMales, 7.02 (SD = 4.34) for TransFemales, and
8.38 (SD = 5.09) for Non-binary participants.
Hormone use and sexual reassignment surgery. To better understand transition and
gender identity, three questions asked about hormone treatment: Have you ever taken hormones,
If so, are you currently taking hormones? If no, do you wish to take hormones? Two additional
questions asked participants about sexual reassignment surgery: Have you ever undergone
reassignment surgery? If no, do you wish to undergo surgery? Table 15 displays the responses of
Trans Men, Trans Women, and Non-binary participants to our questions about hormone use and
sexual reassignment surgery.

Table 15
Hormone Use and Sexual Reassignment Surgery
Have you ever taken hormones?
Yes
Transmen
33
Transwomen
36
Non-Binary
10
If so, are you currently taking them?
Yes
Transmen
31
183

No
8
9
24
No
1

No, but I want to
1

Table 15. Continued
Transwomen
Non-Binary

35
9

If no, do you wish to take hormones?
Yes
Transmen
8
Transwomen
8
Non-Binary
5

1
0

0
1

No
0
0
9

Not sure
0
1
10

Have you ever undergone sexual reassignment surgery?
Yes
No
Transmen
16
25
Transwomen
5
40
Non-Binary
1
32
If no, do you wish to undergo surgery?
Yes
Transmen
22
Transwomen
27
Non-Binary
5

No
2
0
10

Not sure
1
13
17

Table 16 displays means of the WHOQOL domain scores, DASS-21 total scores, and
TCS scores for participants who had received hormone treatment, participants who currently
used hormone treatment, and participants who wished for hormone treatment as well as
participants who underwent sexual reassignment surgery and participants who wished to undergo
sexual reassignment surgery. Due to the large differences in group size for certain variables
(Participants currently taking hormones N = 94 vs participants who were not N = 6), the purpose
of reporting the mean differences and highlighting which differences were statistically
significant is exploratory only. Because of sample size imbalances between group responses, all
post-hoc analyses are reported using Games-Howell procedures due to their increased accuracy
with unequal sample sizes (Fields, 2013).

184

Table 16
QOL, Psychological Well-Being, and TCS Differences for Hormone
Use and Sexual Reassignment Surgery
WHOPhy
s Mean
(SD)

WHOPs
y Mean
(SD)

WHOSo
c Mean
(SD)

WHoEn
v Mean
(SD)

Dass21
Mean
(SD)

TCS
Appear
ance
Mean
(SD)

TCS GI
Accept
ance
Mean
(SD)

TCS
Total
Mean
(SD)

13.00
(3.49)
12.96
(3.07)

11.46
(3.45)
11.14
(2.96)

13.12
(3.87)
13.57
(3.48)

13.76
(3.30)
13.28
(2.74)

22.70
(14.22)
24.08
(13.16)

3.13
(1.11)
2.37
(.95)

4.26
(.81)
4.09
(1.03)

3.43
(.89)
2.78
(.83)

Yes (N = 94) 13.25
(3.44)

11.79
(3.36)

13.28
(3.78)

13.97
(3.29)

21.57
(13.88)

3.20
(1.12)

4.33
(.75)

3.50
(.89)

No (N = 6)

7.67
(2.14)
7.33
(1.89)

9.78
(4.42)
16.0
(0)

12.25
(2.02)
8.5
(70)

36.33
(13.49)
34.50
(9.19)

2.56
(.23)
1.63
(.71)

3.67
(1.05)
3.17
(1.65)

2.79
(.34)
2.13
(.65)

10.82
(3.45)
12.85
(1.91)
10.76
(2.96)

13.54
(3.77)
13.64
(3.47)
13.57
(3.33)

12.42
(2.61)
14.55
(1.98)
13.59
(2.94)

25.73
(15.23)
17.36
(10.81)
25.18
(11.42)

2.01
(.70)
3.35
(.90)
2.31
(.94)

4.14
(.99)
4.09
(.60)
4.04
(1.23)

2.52
(.66)
3.53
(.68)
2.72
(.88)

Have you
ever taken
hormones?
Yes (102)
No (65)
If so, are
you
currently
taking
them?

10.29
(2.40)
No but I 9.43
want to (N = (4.44)
2)
If no, do you
wish to take
hormones?
Yes (N = 26) 12.70
(3.30)
No (N = 11) 13.45
(3.33)
Not sure (N 13.0
= 28)
(2.83)
Have you
ever
underwent
surgery?
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Table 16. Continued
Yes (N = 28) 12.12
(3.53)
No (N = 138) 13.13
(3.26)
If no, do you
wish
to
undergo
surgery?

10.76
(3.03)
11.44
(3.32)

12.00
(3.48)
13.56
(3.74)

13.71
(3.09)
13.54
(3.12)

27.36
(15.82)
22.33
(13.28)

3.79
(.76)
2.64
(1.08)

4.12
(.78)
4.22
(.93)

3.88
(.60)
3.03
(.92)

Yes (N = 65) 12.84
(3.43)

11.09
(3.36)

12.82
(3.45)

13.11
(3.24)

24.37
(14.74)

2.44
(1.07)

4.12
(.94)

2.87
(.90)

No (N = 28)

12.26
(3.47)

14.0
(4.00)

13.95
(2.94)

20.00
(10.98)

3.21
(1.17)

4.17
(.86)

3.44
(1.01)

13.27
(3.03)

Not sure (N 13.47
11.44
14.36
13.91
20.84
2.57
4.39
3.01
= 45)
(3.17)
(3.14)
(3.74)
(3.03)
(12.13) (.93)
(.95)
(.83)
Note: WHOPhys = WHOQOLBREF Physical domain; WHOPsy = WHOQOLBREF Psychological
domain; WHOSoc = WHOQOLBREF Social domain; WHOEnv = WHOQOLBREF Environmental
domain; Dass-21 = Depression Anxiety and Stress Scale; TCS = Transgender Congruence Scale; GI =
Gender Identity

Mean scores for the WHOQOL domains and the DASS-21 were not statistically
significantly different between participants who reported ever taking hormones (N = 102) and
those who had not (N = 65). Post-hoc analysis indicated that participants who reported currently
taking hormones (N = 94) had statistically significantly higher WHOQOL Psychological ( M =
11.79; SD = 3.36) domain scores compared to participants who were not (N = 6; M = 7.67; SD =
2.14), F (2, 99) = 6.03, p = .009. Participants who were not currently taking hormones but
wanted to (N = 2) had higher WHOQOL Social (M = 16; SD = 0) domains scores than those who
were not currently taking hormones (M= 9.78; SD = 4.42), p = .044 and those currently taking
hormones (M = 13.28; SD = 3.78), F (2, 99) = 2.98, p <.001. Participants who were not currently
taking hormones but wanted to had lower WHOQOL Environmental (M = 8.5; SD = .70)
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domains scores than participants currently taking hormones (M = 13.97; SD = 3.29), p = .018
and participants who weren’t (M = 12.25; SD = 2.02), F (2,99) = 3.52, p = .021.
For participants who had never taken hormones, post-hoc analysis indicated that
participants who did not wish to take hormones (N = 11), had higher WHOQOL psychological
domain scores (M = 12.85; SD = 1.91) compared to participants who weren’t sure if they wanted
to take hormones (N = 28, M = 10.76; SD = 2.96), F (2, 62) = .23, p = .029. Participants who did
wish to take hormones (N = 26; M = 12.42; SD = 2.61) had lower WHOQOL Environmental
domain scores than participants who did not wish to take hormones (M = 14.55; SD = 1.98), F
(2, 62) = 2.76, p = .032.
Of the differences in WHOQOL domain scores for participants who underwent surgery
(N = 28), and those who had not (N = 138), the only statistically significant differences were
those who underwent surgery had lower WHOQOL Social domain scores (M = 12) than those
who had not underwent surgery (M = 13.56), t (40.66) = -2.14, p = .039). There were no
statistically significant different WHOQOL domain scores or DASS-21 total scores for
participants who wished to undergo surgery (N = 65), participants who did not wish to undergo
surgery (N = 28), and participants who were not sure if they wished to undergo surgery (N = 45).
To better understand the quality of life and psychological well-being scores and
participants’ responses about hormone treatment and sexual reassignment surgery, mean scores
from the Transgender Congruence Scale (Kozee et al., 2012) were investigated for differences,
which are shown on Table 13. People who had taken hormones had statistically significantly
higher TCS Appearance scores (M = 3.13) than those who had not (M = 2.37), F (1, 165) =
21.03, p <.001. People who had taken hormones also had higher TCS Total (M = 3.43) scores
than those who had not (M = 2.78), F (1, 165) = 22.47, p <.001). Post-hoc mean comparisons
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indicated that people currently taking hormones had statistically significantly higher TCS
Appearance scores (M = 3.20) than those who were not currently taking them (M = 2.56), F (2,
99) = 2.91, p = .001. People currently taking hormones also had statistically significantly higher
TCS Total scores (M = 3.50) than those who were not (M = 2.79), F (2, 99) = 4.21, p = .004.
Post-hoc comparisons indicated that People who did not wish to take hormones had higher TCS
Appearance (M = 3.35) scores than both participants who did want hormone (M = 2.01), p = .001
and those who were not sure (M = 2.31), F (2,62) = 9.92, p = .012. People who did not wish to
take hormones also had higher TCS total scores (M = 3.53) than people who wished to take
hormones (M = 2.52), p = .002 and those who were not sure (M = 2.72), F (2,62) = 6.85, p =
.015.
For surgery, participants who had undergone surgery had statistically significantly higher
TCS Appearance scores (M = 3.79) than those who had not undergone surgery (M = 2.64), t (df
= 51.56) = 6.74, p <.001. Similarly, participants who underwent surgery had higher TCS Total
(M = 3.88) scores than participants who had not (M = 3.03), t (df = 56.50) = 6.16, p <.001. Post
hoc analysis indicated that people who did not wish to undergo surgery had statistically
significantly higher TCS Appearance scores (M = 3.21) than participants who did wish to
undergo surgery (M = 2.44), p = .047 and those who were not sure (M = 2.57), F (2,135) = 5.41,
p = .013. Participants who did not wish to undergo surgery also had statistically significantly
higher TCS Total scores (M = 3.44) than participants who did wish to undergo surgery (M =
2.87), F (2, 135) = 3.86, p = .037.
In considering the aforementioned data, the differences between access to hormone
treatment and sexual reassignment surgery for the WHOQOL Psychological, WHOQOL Social,
and WHOQOL Environmental domains, appeared to indicate that these factors were important in
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understanding quality of life and psychological well-being for transgender population. However,
due to sample size imbalances between groups (i.e. People currently taking hormones N = 94 and
people who were not currently taking hormones N = 6), inferences about these comparisons are
limited in that, the aforementioned differences may be due to the imbalance in sample sizes for
each group. When considering that the TCS Total scale also had statistically significant
correlations with all outcome variables (See Table 2) and that there were statistically significant
differences between TCS Appearance and TCS Total scores across people’s responses about
hormone treatment and sexual reassignment surgery, it was determined that the TCS total could
be used as an indicator of transition. This was based on the pattern of higher TCS Appearance
and TCS Total scores for participants who were currently taking hormones or had undergone
surgery, and for participants who did not wish to take hormones or undergo surgery compared to
those who did. In addition, the TCS total had a strong statistically significant negative correlation
with the Non-Affirmation of Gender Identity total (r = -.65). The aforementioned information
suggest that the TCS had good criterion validity in regards to measuring perceived congruence
between one’s physical appearance and one’s gender identity and gender identity acceptance.
This evidence supported exploration of adding the TCS into the regression model as a control
variable for transition. The TCS total measures two different aspects of congruence, appearance
and gender identity acceptance, both facets of gender identity salient to the main analyses, in that
participant satisfaction with how one’s physical appearance is congruent with their gender
identity and their acceptance of said identity, may also contribute to participant quality of life
and psychological well-being. Because the focus of this study was on social support, nonaffirmation of gender identity, and quality of life and psychological well-being, it was considered
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important to enter the TCS Total as a control variable in order to explore whether the main
findings might be better explained by perceived congruence.
Due to previous research indicating age differences in reported disclosure of gender
identity and availability of affirming relationships for transgender women, (Nuttbrock et al.,
2009, 2012), the moderation analyses examining the role of congruence was tested while
controlling for Age. Age and the TCS total score variables were entered in step 1, both NonAffirmation of Gender Identity and The MSPSS Total Score variables were entered into Step 2.
The interaction term was created by first centering the Non-Affirmation of Gender Identity Total
score and the MSPSS Total score and multiplying them. Once created, the centered interaction
term was entered in step 3. These steps were followed for each of 5 outcome variables:
WHOQOL Physical domain, WHOQOL Psychological domain, WHOQOL Social Domain,
WHOQOL Environmental Domain, and the DASS-21 total. A total of five hierarchical
regression analyses were conducted, each with Age and the TCS Total included in Step 1 as
covariates (See Table 17).
With Age and the TCS included for the WHOQOLBREF Physical domain, the model
was statistically significant (Adjusted R2 = .13, R2 Δ = .06, F (4,162) = 7.26, p <.001, f2 = .15).
However, Age (b = .03, t = 1.54, p = .125, 95% CI [-.01, 07]), the TCS total (b = .30, t = .88, p =
.383, 95% CI [-.38, .99]), and the Non-Affirmation of Gender Identity total (b = -.07, t = -1.59, p
= .114, 95% CI [-.17, .02]) were not statistically significant predictors. The MSPSS total (b =
.05, t = 2.83, p = .005, 95% CI [.01, .08]) was a statistically significant predictor.
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Model 2
Age
TCS Total
MSPSS Total
Non-affirmation
Identity

.05
1.54

WHOQOLBREF
Psychological Domain
Model 1
Age
TCS Total

of

.05
1.21
.08
Gender .01

.02
.28
.01
.04

.02
.24

.00

Gender
.00

of

.02
.35
.02
.05

Gender

.03
.28
.05
-.08

of

.02
.35
.02
.05

.02
.28

.04
.85

.03
.30
.05
-.07

SE

B

Model 2
Age
TCS Total
MSPSS Total
Non-affirmation
Identity
Model 3
Age
TCS Total
MSPSS Total
Non-affirmation
Identity
Interaction

Variable
WHOQOL
Physical Domain
Model 1
Age
TCS Total

.20
.34
.39
.02

.20
.44

-.11

.11
.08
.21
-.17

.12
.09
.21
-.15

.14
.24

β

Table 17
Hierarchical Regression Testing Moderation Including
Age and the TCS Total as Covariates

2,162

2,164

1,161

2,162

2,164

df

3.15
4.26
6.15
.24

2.94
6.36

-1.53

1.42
.82
2.80
-1.73

1.54
.88
2.83
-1.59

1.82
3.10

t

.002
.000
.000
.808

.004
.000

.128

.159
.415
.006
.086

.125
.383
.005
.114

.070
.002

p

.41

.27

.14

.15

.09

R2

.14

.01

.06

.09

ΔR2

.67

.

.16

.15

f2

.

.16

1-b

[.02, .09]
[.65,1.77]
[.06, .11]
[-.07, .09]

[ .02, .09]
[1.06, 2.02]

[-.01, .00]

[-.01, .07]
[-.40, .96]
[.01, .08]
[-.17, .01]

[-.01,, .07]
[-.40, .96]
[.01, .08]

[ .00, .08]
[.31, 1.40]

95% CI
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.04
.94

WHOQOLBREF
Environmental domain
Model 1
Age
TCS Total
.02
.25

.00

.00

of

.02
.33
.02
.05

Gender

.02
.33
.02
.04

-.03
.19
.15
Gender .01

of

-.03
.19
.15
.01

Model 3
Age
TCS Total
MSPSS Total
Non-affirmation
Identity
Interaction

Model 2
Age
TCS Total
MSPSS Total
Non-affirmation
Identity

-.03
.81

WHOQOLBREF
Social domain
Model 1
Age
TCS Total
.02
.32

.00

.00

of

.02
.28
.01
.04

.05
1.20
.08
Gender .01

Model 3
Age
TCS Total
MSPSS Total
Non-affirmation
Identity
Interaction

Table 17. Continued

.15
.28

.04

-.11
.05
.62
.03

-.11
.05
.61
.02

-.11
.20

-.06

.19
.34
.39
.01

2,164

1,161

2,162

2,164

1,161

1.92
3.71

.57

-1.71
.58
9.56
.31

1.77
.56
9.57
.26

-1.36
2.55

-1.04

3.06
4.22
6.12
.15

.056
.000

.570

.089
.561
.000
.757

.079
.575
.000
.795

.176
.012

.299

.003
.000
.000
.883

.12

.39

.39

.05

.42

.00

.35

.00

.59

.59

.67

.06

.08

[ .00, .07]
[.44, 1.44]

[.00, .01]

[-.07, .01]
[-.46, .85]
[.12, .18]
[-.07, .10]

[-.07, .00]
[-.47, .84]
[12, .18]
[-.08, .10]

[ -.08, .02]
[.18, 1.43]

[-.01, .00]

[.02, .08]
[64,1.76]
[.06,.11]
[-.07, .08]
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.00

.00

of

of

.02
.29
.01
.04

.03
.07
.08
-.11

of

.08
1.11
.08
1.35
.06
. 18

-.29
-3.40
-.27
-1.02
-.28
Gender .24

Gender

.02
.29
.01
.04

.03
.09
.08
Gender -.10

-.24
-.07
-.31
.12

-.26
-.23

-.09

.10
.02
.41
-.24

.11
.03
.41
-.23

2,162

2,164

1,161

2,162

-3.35
-.76
-4.36
1.33

-3.48
-3.07

-1.32

1.50
.26
6.05
-2.75

1.61
.31
6.08
-2.64

.001
.452
.000
.185

.001
.003

.190

.135
.797
.000
.007

.109
.758
.000
.009

.25

.15

.33

.32

.10

.01

.20

.30

.43

.43

.11

[-.42, -.11]
[-3.70,1.65]
[-.41, -.15]
[-.12, .60]

[-.45,-.13]
[-5.59,-1.21]

[-.01, .00]

[-.01, .06]
[-.50, .65]
[.06, .11]
[-.19, -.03]

[ -.01, .06]
[-.48, .66]
[.06, .11]
[-.18, -.03]

1,161
Model 3
.27
.02
.32
.26
Age
-.25
.08
-.23
-3.21
.002
[-.41, -.10]
TCS Total
-.92
1.34
-.06
-.68
.495
[-3.57,1.74]
MSPSS Total
-.28
.06
-.31
-4.39
.000
[-.40, -.15]
Non-affirmation of Gender .28
.18
.14
1.51
.132
[-.08, .63]
Identity
Interaction
.02
.01
.13
1.94
.054
[.00, .03]
Note: N = 167
WHOQOLBREF = World Health Organization Quality of Life Brief version; DASS-21 = Depression, Anxiety, and Stress Scale – 21; MSPSS
= Multidimensional Scale of Perceived Social Support; TCS = Transgender Congruence Scale; CI = confidence interval.

DASS21 Total
Model 1
Age
TCS Total
Model 2
Age
TCS total
MSPSS Total
Non-affirmation
Identity

Model 2
Age
TCS Total
MSPSS Total
Non-affirmation
Identity
Model 3
Age
TCS Total
MSPSS Total
Non-affirmation
Identity
Interaction

Table 17. Continued

The final model was also statistically significant (Adjusted R2 = .14, R2 Δ = .01, F(5, 161)
= 6.33, p <.001, f2 = .16) resulting in an increase of .01 in effect size from the previous model.
The MSPSS Total (b = .05, t = 2.80, p = .006, 95% CI [.01, 08]) remained the only statistically
significant predictor. Age (b = .03, t = 1.42, p = .159, 95% CI [-.01, 07]), the TCS Total ((b =
.28, t = .82, p = .415, 95% CI [-.40, .96]), and the Non-Affirmation of Gender Identity total (b = .08, t = -1.73, p = .086, 95% CI [-.17, .01]) were not statistically significant predictors. The
interaction term was not statistically significant, b = .00, t = -1.53, p = .128, 95% CI [-.01, .00].
With Age and the TCS included for the WHOQOLBREF Psychological domain, the
model was statistically significant (Adjusted R2 = .40, R2 Δ = .14, F (4,162) = 28.35, p <.001, f2
= .67). Age (b = .05, t = 3.15, p = .002, 95% CI [.02, .09]), the TCS total (b = 1.21, t = 4.26, p <
.001, 95% CI [.65, 1.77]), and MSPSS Total (b = .08, t = 6.15, p < .001, 95% CI [.06, 11]) were
statistically significant predictors. The Non-Affirmation of Gender Identity total (b = .01, t = .24,
p = .808, 95% CI [-.07, .09]) was not a statistically significant predictor.
The final model was also statistically significant (Adjusted R2 = .40, R2 Δ = .00, (4,162) =
28.35, p <.001, f2 = .67,) resulting no change in effect size compared to the previous model. Age
(b = .05, t = 3.06, p = .003, 95% CI [.02, .08]), the TCS total (b = 1.20, t = 4.22, p < .001, 95%
CI [.64, 1.76]), and MSPSS Total (b = .08, t = 6.12, p < .001, 95% CI [.06, 11]) were statistically
significant predictors. The Non-Affirmation of Gender Identity total (b = -.01, t = .15, p = .883,
95% CI [-.07, .08]) was not a statistically significant predictor. The interaction term was not
statistically significant, b = .00, t = -1.04, p = .299, 95% CI [-.01, .00].
With Age and the TCS Total included for the WHOQOLBREF Social domain, the model
was statistically significant (Adjusted R2 = .37, R2 Δ = .35, F (4,162) = 25.72, p <.001, f2 = .59).
Age (b = -.03, t = -1.77, p = .079, 95% CI [-.07,. 00]), the TCS Total (b = -.19, t = .56, p = .575,
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95% CI [-.47,. 84]), and the Non-Affirmation of Gender Identity total (b = .01, t = .26, p = .795,
95% CI [-.07, .10]) were not statistically significant predictor. The MSPSS Total (b = .15, t =
9.57, p < .001, 95% CI [.12, 18]) a statistically significant predictor.
The final model was also statistically significant (Adjusted R2 = .37, R2 Δ = .00, F(5,
161) = 20.56, p <.001, f2 = .59), resulting in no effect change compared to the previous model.
The MSPSS Total (b = .15, t = 9.56, p < .001, 95% CI [.12, .18]) remained a statistically
significant predictor. Age (b = -.03, t = -1.71, p = .089, 95% CI [-.07,01]), the TCS Total (b =
.19, t = .58, p = .561, 95% CI [-.46, .85]), and the Non-Affirmation of Gender Identity total (b =
.01, t = .31, p = .757, 95% CI [-.07, .10]) were not statistically significant predictors. The
interaction term was not statistically significant, b = .00, t = .57, p = .57, 95% CI [.00, .01].
With Age and the TCS total included for the WHOQOLBREF Environmental domain,
the model was statistically significant (Adjusted R2 = .30, R2 Δ = .20, F (4,162) = 18.87, p <.001,
f2 = .43) with both the Non-Affirmation of Gender Identity total (b = -.10, t = -2.64, p = .009,
95% CI [-.18,-.03]) and MSPSS Total (b = .08, t = 6.08, p <.001, 95% CI [.06, 11]) were
statistically significant predictors. Age (b = .03, t = 1.61, p = .109, 95% CI [-.01.06]) and the
TCS Total (b = .09, t = .31, p = .758, 95% CI [-.48., .66]) were not statistically significant
predictors.
The final model was also statistically significant (Adjusted R2 = .30, R2 Δ = .01, F(5, 161)
= 15.51, p <.001, f2 = .43), resulting in no effect size change compared to the previous model.
Both the Non-Affirmation of Gender Identity total (b = -.11, t = -2.75, p = .007, 95% CI [-.19,.03]) and MSPSS Total ( b = .08, t = 6.05, p < .001, 95% CI [.06,.11]) remained statistically
significant predictors. Age ( b = .03, t = 1.50, p = .135, 95% CI [-.1,.06] and the TCS total (b =
.07, t = .26, p = .797, 95% CI [-.50, .65]) were not statistically significant predictors. The
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interaction term was also not statistically significant, b = .00, t = -1.32, p = .190, 95% CI [-.01,
.00].
With Age and the TCS total included for the DASS-21 total, the model was statistically
significant (Adjusted R2 = .23, R2 Δ = .10, F (4,162) = 13.46, p <.001, f2 = .30). Age (b = -.27, t =
-3.35, p = .001, 95% CI [-.42, -.11]) and the MSPSS Total (b = -.28, t = -4.36, p <.001, 95% CI
[-.41, -.15]) were the only two statistically significant predictors. The TCS total (b = -1.02, t = .76, p =.452, 95% CI [-3.70, .1.65]) and the Non-affirmation of Gender Identity total (b = .24, t =
1.33, p = .185, 95% CI [-.12, .60]) were not statistically significant predictors.
The final model was also statistically significant (Adjusted R = .24, R2 Δ = .02, F (5, 161)
11.70, p <.001, f2 = .32), resulting in an effect size increase of .02 compared to the previous
model. Age ( b = -.25, t = -3.21, p = .002, 95% CI [-.41, -.10] and the MSPSS Total (b = -.28, t =
-4.34, p < .001, 95% CI [-.40, -.15]) were statistically significant predictors. The TCS total (b = .92, t = -.68, p = .495, 95% CI [-3.57, 1.74]) and the Non-Affirmation of Gender Identity total (b
= .28, t = 1.51, p = .132, 95% CI [-.08, .63]) were not statistically significant predictors. The
interaction term was not statistically significant, b = .02, t = 1.94, p = .054, 95% CI [.00, .03].
Because the moderation effect of Non-Affirmation of Gender identity on the relationship
between MSPSS Total and DASS-21 was no longer statistically significant, the interaction effect
was not probed. Hayes (2018) explains that probing for moderation is not a test of moderation
and that one should do so only when evidence of moderation exists. Thus, although NonAffirmation of Gender Identity moderated the negative relationship between the MSPSS Total
and the DASS-21 total, the moderating relationship was no longer statistically significant when
accounting for Age and perceived level of congruence. In the final model, Age (b = -.25, SE =
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.08, p = .002) and the MSPSS Total ( b = -.28, SE = .06, p <.001) were the only statistically
significant predictors of the DASS-21.
These results suggest that although Non-Affirmation of Gender Identity appeared to
moderate the relationship between the MSPSS total and the DASS-21, it could no longer be
inferred to be a moderator for that relationship when Age is factored into the model. Both Age
and the MSPSS total had significant negative relationships with the DASS-21. Conceptually, the
statistically significant negative relationship with the MSPSS total and the DASS-21 total is
expected, that is, the more perceived social support participants reported the lower psychological
distress reported. The same pattern for Age also appears, that is, as Age increased, reported
DASS-21 scores decreased as well. Of the outcome variables, only the psychological quality of
life domain had a statistically significant positive relationship with the TCS total. This suggests
that perceived satisfaction with one’s appearance being congruent with their gender identity and
pride are potential predictors of psychological facets of quality of life in addition to age and
social support.
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CHAPTER V
DISCUSSION
The purpose of this chapter is to summarize the findings and explore in more detail the
implications of the results for each analysis. The chapter is organized into five sections. First, the
initial research question will be summarized followed by a discussion of the results of the
primary analysis. Different explanations for the outcome of the results are explored, followed by
recommendations for future research and clinical practice. Second, findings from the secondary
analyses on social support and affirmation of gender identity are discussed, including
recommendations for future research and clinical practice. Third, the findings in the exploratory
analyses are discussed. This section begins with discussing the approach in which participants
described their gender identity. In addition, responses to use of hormone treatment and sexual
reassignment surgery are discussed, using patterns of Transgender Congruence Scale scores to
explore how the scale sheds light on the concept of transition. Recommendations for future
research and clinical practice are made to conclude the third section. The fourth section presents
a brief summary of limitations of the study and its findings. Recommendations for alternative
approaches in continued research to address limitations of this study are made. The fifth section
concludes the chapter by presenting implications for future research and clinical practice.
Moderation Effects of Non-Affirmation
This section provides a discussion of the results of the hierarchical regression analyses
testing for Non-affirmation of Gender Identity moderating the relationship between the MSPSS
Total and the WHOQOLBREF and DASS-21. First the hypotheses are restated, following by a
review of the results and interpretation of the outcomes. Explanations for why Age affected the
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outcome of the results are explored in addition to a discussion about statistical power in detecting
moderation.
The purpose of the study was to expand our understanding of quality of life and
psychological well-being for transgender populations. Due to previous studies’ focus on
medically affirmative treatment as an intervention to improve quality of life, I sought to further
examine alternative factors that improved quality of life, specifically social support. Because it
was not clear if social support and affirmation of gender identity from others was similar or
different, I wanted to research affirmation and social support for transgender populations. At the
time of writing this study, no measure of affirmation existed. Instead a measure of nonaffirmation was utilized, leading to the question as to how non-affirmation might negatively
impact the perceived level of support for transgender individuals. A test of moderation of nonaffirmation of gender identity between social support and quality of life and psychological wellbeing was used to investigate if Non-affirmation of Gender Identity moderated the positive
relationship between social support (MSPSS Total) and quality of life (4 WHOQOLBREF
Quality of Life Domains: Physical, Psychological, Social, and Environmental) and the negative
relationship between social support (MSPSS Total) and psychological well-being (DASS-21
total).
The hypothesis that Non-affirmation of Gender Identity would moderate the relationship
between social support and the quality of life domains was not supported. Non-Affirmation of
Gender identity did not moderate the positive relationship between Social Support and any of the
WHOQOLBREF domains. Instead, the MSPSS Total remained a statistically significant positive
predictor for all four quality of life domains. These results are commensurate with previous
research (Başar & Öz, 2016; Gómez-Gil et al., 2014; Nobili et al., 2018) that also reported social
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support as a positive predictor of quality of life. Non-affirmation of Gender identity was a
statistically significant negative predictor for the physical, psychological and environmental
domains of quality of life. Thus although it did not moderate the relationship between social
support and quality of life, it does appear that Non-affirmation of Gender identity negatively
predicts physical, psychological, and environmental facets of quality of life. Because the Nonaffirmation of Gender Identity scale measures a participants’ endorsement of non-affirming
experiences of their gender identity, mental health clinicians and physicians might use this to
better understand how distress specific to non-affirming interactions with others impacts the lives
of transgender clients, specifically, how experiencing non-affirmation in their day-to-day lives
impacts their physical and psychological quality of life and how that might affect the way they
navigate their environment. Mental health clinicians, physicians, and any other professional
working with transgender populations would also benefit from using the Non-affirmation of
Gender Identity scale to assess how non-affirming their own interactions with transgender clients
may be so as to make changes to such behavior in training and practice.
I also sought to understand the relationship between social support and psychological
wellbeing, using the DASS-21 total as an indicator. The hypothesis that Non-affirmation of
Gender Identity would moderate the negative relationship between social support (MSPSS Total)
and psychological well-being (DASS-21 total) was partially supported. The interaction term for
Non-affirmation of Gender Identity and the MSPSS Total was statistically significant, indicating
that Non-affirmation of Gender Identity did moderate the negative relationship between the
MSPSS Total and the DASS-21 total. Further investigation resulted in plotting the interaction
term, which indicated that Non-affirmation of Gender Identity moderated the negative
relationship between the MSPSS Total and DASS-21 total at low and moderate levels but not
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when Non-affirmation of Gender Identity scores were high. In other words, the negative
relationship between social support and psychological distress became less steep the higher nonaffirmation of gender identity scores became. In examining Figures 1 and 2, the association
between higher MSPSS total scores and lower DASS-21 scores became less pronounced as
levels of Non-affirmation of Gender Identity increased. This suggests that social support is less
protective against psychological distress with more experiences of Non-affirmation of Gender
Identity.
Due to previous literature indicating age as a predictor of quality of life, psychological
well-being, and affirming gender identity in relationships (Michel et al., 2009; Motmans et al.,
2012; Mukuria & Brazier, 2013; Nuttbrock et al., 2009; Warren et al., 2016), I tested the same
moderation hypothesis while also controlling for age. With age added, Non-affirmation of
Gender Identity no longer moderated the relationship between the MSPSS Total and the DASS21. Age, the MSPSS total, and Non-affirmation of Gender identity remained statistically
significant individual predictors of the DASS-21. Thus, the hypothesis that Non-affirmation of
Gender identity would moderate the positive relationship between social support and quality of
life was only partially supported because the interaction term was not statistically significant
after controlling for age.
Several factors might explain why after adding age into the regression model, the test of
moderation was no longer statistically significant. Age may have been associated with many
different experiences related to both quality of life, social support, and transition that could not
be parsed apart in this study. First, it is important to review the literature on age and how it has
been understood as a predictor of quality of life and well-being. Age has reportedly had a Ushaped curve with subjective well-being in which higher levels of subjective well-being are
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associated with younger and older age points and subjective well-being is at its lowest between
the ages of 32 and 50 (Dolan et al., 2008). Other researchers reported that Age had a statistically
significant negative relationship with the DASS-42 (Crawford & Henry, 2003). Some reasons
explaining the decline of psychological distress as age increases have been that as individuals
age, their emotional responsiveness changes as the brain ages, with older individuals potentially
remembering fewer negative events compared to positive ones (Jorm et al., 2005). Other
researchers have suggested that as people age, negative well-being indicators, such as anger,
stress, and worry, seem to decrease (Stone et al., 2010). For this sample, other developmental
factors associated with age may have resulted in adding to the complexity of understanding
psychological well-being, specifically perceived affirmation and relationships (Nuttbrock et al.,
2009). Nuttbrock et al reported that availability of interpersonal relationships for affirmation
varied between older and younger respondents. Both affirming interactions and lifetime levels of
identity disclosure also varied between younger and older respondents. Nuttbrock et al., (2012)
also reported that gender identity conflict and affirmation from family and peers were predictive
of major depression prior to middle age, suggesting that the declining association of major
depression and gender related abuse across the life course may have reflected improved coping
skills. Age may also be associated with sexual attraction, which may also affect trans
individuals’ perceived affirmation in relationships (Zavlin et al., 2019). For a sample of 40
transgender women, authors reported that patients 17 years or younger were more often sexually
attracted to men (52.6%) while the older group was more interested in women or rated
themselves as bisexual or asexual (81%, p = .026), The participants in this sample were also
diverse in regards to sexuality. Many identified as Bisexual, Asexual, or Pansexual, although
there were not enough participants below the age of 17 to investigate if a similar difference
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between young participants identifying as heterosexual and older participants identifying as
bisexual or asexual existed. Regardless, when considering how sexual intimacy can be another
form of affirmation, this finding highlights another facet related to age and affirmation that may
have been associated with perceived affirmation in this sample. In sum, the variety of factors
related to age (interpersonal relationships, coping skills, life events, attraction) are highlighted to
offer suggestions for future researchers seeking to understand how age of transgender
populations relate to their social support, quality of life, and psychological well-being.
For quality of life, researchers have also reported that age had a U-shaped change in QOL
for the Physical, Psychological, and Social domains and a linear relationship with the
Environmental domain (Perera et al., 2018). Authors suggested that the U-shape relationship
with age may have been due to younger and older individuals struggling less with life demands,
such as work and family, compared to adults in middle age. They suggested the linear
relationship with Environmental quality of life may reflect accumulation of resources and sense
of achievement over time. However, the sample in our study did not have a curvilinear
relationship with age and any quality of life domains, instead the relationship was linear. To
review, the mean age for the sample of this study was 30.34 (SD: 12.32). One possible
explanation may be that 82% (N = 137) of the sample was below the age of 40 and such
curvilinear effects might not have been detected due to the majority of the sample’s ages being
between younger and middle age. In other words, the aforementioned literature on U-shaped
curves for age predicting quality of life and well-being may not have been present because the
average age of the sample was younger. This is not to say such curvilinear effects were not
present, but that it could not be detected due to having a small sample of participants who were
older than the age of 40. As a result, the previously discussed factors that may have been
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associated with age, such as interpersonal relationships, coping skills, and resources,
accumulated, were captured for a sample within a younger age bracket. A review of age’s
curvilinear relationship was not meant to focus on whether or not it was predicted to have a
curvilinear effect, but to discuss various factors related to age that may help understand how it
affected the results of analyses in this study.
One final possibility for why the interaction term was no longer statistically significant
was that the final test of moderation with age lacked sufficient statistical power (1-b = .30) to
parse out the added covariate in the final model. Although our initial power analysis was
estimated for a small to medium effect of .08. The actual effect size was smaller than anticipated
at .02. This would have required a much larger sample size (N = 485) to possess sufficient power
to detect the interaction. Such difficulty to reliably detect interaction effects is to be expected
(McClelland & Judd, 1993) but also does not mean researchers should not attempt to detect such
interactions. Future researchers wishing to test the moderation effect in this study are encouraged
to do so with a larger sample size. At the time of recruitment, after we had achieved a sample
above our target, 200, we discontinued recruitment. Shortly after doing so, news about the
COVID-19 epidemic became worldwide and quarantine measures were beginning to be
discussed. It was determined that recruitment of more participants would result in a potential
confound in that, the quality of life and psychological well-being for transgender individuals
would be significantly impacted by concerns about COVID-19 and the impact of social
distancing on their overall mental health. Thus, our analyses would have required analyzing the
differences of quality of life and psychological well-being between participants recruited before
the pandemic and those afterwards, which would have resulted in a different research question
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than what was posed. Therefore, it was determined to stop recruitment given that we had
recruited our target sample for analysis.
In terms of clinical implications, our mixed findings indicate that mental health clinicians
should take time to assess the social support network of transgender clients, having a dialogue
concerning what friends, family, and if existing, significant others offer in regards to support and
then invite clients to share about non-affirming they find the relationships. In doing so, the
clinicians can help clients understand how supportive specific relationships are to the transgender
client’s mental health. If a specific relationship does not appear affirming, mental health
clinicians could have a dialogue with the client about the potential negative impact of the
relationship on the client’s psychological well-being. The purpose of focusing on this nuance
would hopefully empower the client in making a decision as to whether or not to maintain that
relationship, which may be detrimental to their psychological well-being if every interaction with
that relation is non-affirming to the client. In addition, this also highlights the importance of
mental health clinicians and physicians, reflecting on how affirming and non-affirming they may
be to transgender clients, and encouraging trainees and supervisors to examine their own nonaffirming behavior/attitudes so as to be mindful of how that might negatively impact their ability
to be supportive to transgender clients.
Although it was no longer statistically significant after age was added, it is still important
to discuss why Non-affirmation of Gender Identity moderated the relationship between social
support and psychological well-being but not quality of life. Recall that the WHOQOLBREF
measures an individual’s self-reported evaluation of their quality of life across physical,
psychological, social, and environmental domains. Self-reported assessment is captured with
phrases asking how satisfied the individual is with a certain aspect of their life or how they were
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able to experience things. In contrast, the DASS-21 measures psychological symptoms, asking
participants to indicate how often they have felt or experienced certain things. Although both the
WHOQOLBREF and DASS-21 ask participants to reflect on their experiences in the last two
weeks, the former also measures perceived satisfaction or ability to experience something while
the other asks participants to reflect on how often one has experienced specific affective
symptoms over the previous two weeks. The Non-affirmation of Gender Identity asks
participants to rate the degree to which they disagree or agree with statements regarding nonaffirming experiences they have had, such as “I have to be ‘hypermasculine or hyperfeminine in
order for people to accept my gender,’ or ‘People don’t respect my gender identity because of
my appearance or body.” Although the Non-affirmation of Gender Identity scale was a
statistically significant as a predictor for three out of four quality of life domains (Physical,
Psychological, and Environmental), one reason it did not moderate the relationship between
social support and quality of life may be because non-affirming experiences of gender identity
had no influence on their self-reported perception of social support and perceived quality of life.
That is, their agreement with statements on non-affirming experiences did not appear to have an
influence on the strength between their perceived social support and their perceived satisfaction
with their quality of life. This is further supported by the fact that for each regression model with
a QOL domain as the outcome variable, the interaction term had an unstandardized b value of 0.
In contrast, participants’ self-reported agreement with non-affirming statements did appear to
have an influence on the strength of the negative relationship between perceived social support
and self-reported psychological distress. To put it in another way, that Non-affirmation of
Gender Identity moderated the relationship between social support and psychological well-being
and not quality of life, might indicate that it acted as a moderator for affective components of
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transgender psychological well-being but not quality of life. One final possibility is that both the
Non-affirmation of Gender Identity and DASS-21 scales reflect negative experiences, with
higher scores indicating more experiences of non-affirmation and higher scores indicating more
psychological distress. Thus, conceptually it may make more sense that Non-affirmation of
Gender identity moderated the negative relationship between the MSPSS Total and the DASS-21
given that both measures reflect negative experiences. Alternatively, the level of satisfaction with
one’s quality of life and psychological well-being may be a more complex assessment of both
positive and negative experiences, how one copes with negative experiences, and their internal
sense of acceptance.
Secondary Analyses
This section provides discussion for the results of the hierarchical regression and
canonical correlation analysis for the various measures of social support. Explanations for why
various sources and types of support were statistically significant predictors of quality of life and
psychological well-being are explored first. The results of the canonical correlation analysis are
also discussed, providing a rational for the label of the canonical function and future research
implications. Affirmation of Gender Identity items created for this study are reviewed second.
Reliability scores, means, and correlations with other relevant scales are discussed as they relate
to the validity of the items. A review of the conceptual framework of the items is provided
followed by recommendations for future researchers wishing to investigate affirmation.
Social support. A secondary purpose of this study was to examine various forms of
social support. Different sources of support were examined, including friends, family, and
significant others. Type of support was also examined, specifically emotional and instrumental
support. After controlling for age, family support appeared to be the consistent statistically
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significant positive predictor of all four quality of life domains in each hierarchical regression.
Support from friends was a statistically significant predictor for Psychological, Social, and
Environmental domains. Support from Significant Others was only statistically significant for the
Social domain of quality of life. Age remained a statistically significant predictor for the
WHOQOLBREF Physical, WHOQOLBREF Psychological, and WHOQOLBREF
Environmental domains. For the DASS-21, support from family and friends were statistically
significant negative predictors. Age also remained a statistically significant predictor for the
DASS-21. These findings are commensurate with previous research (Başar et al., 2016; Budge,
Katz-Wise, et al., 2013; Nuttbrock et al., 2002) indicating support from friends and family as
factors that promote quality of life and psychological well-being. One reason the MSPSS
Significant Other subscale predicted only social quality of life may be due to the specific context
one item in the Social WHOQOLBREF domain asks participants about their satisfaction with
their sex life. Not only would it be assumed that participants in relationships think about their
partners in answering this question, it would also be assumed that participants in relationships
might have higher MSPSS Significant Other subscale scores than those who did not. This was
confirmed upon comparing MSPSS Significant Other scores of people who indicated being in a
romantic partnership (Partnered, Civil Union, Married, or Open Relationship; N = 104) with
people who were not (Single, Separated, Divorced, or Widowed; N = 63); people in a romantic
partnership had statistically significant higher MSPSS Significant Other mean scores (M =
25.70; SD = 3.92) compared to those who were not (M = 16.90, SD = 8.16), df = 79.63, t = -8.02,
p <.001. Similarly, people in a romantic partnership had statistically significantly higher
WHOQOLBREF Social domain mean scores (M = 13.95, SD = 3.60) compared to those who
were not (M = 12.22, SD = 3.68), df = 165, t = -1.73, p = .003.
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We also examined what type of support might predict quality of life and psychological
well-being, after controlling for age. Age remained a significant predictor for the
WHOQOLBREF Physical, WHOQOLBREF Psychological, and WHOQOLBREF
Environmental domains. For type of support, The BSSS Emotional subscale scores were
statistically significant positive predictors for the Psychological and Social WHOQOLBREF
domains. The BSSS Instrumental subscale was only a statistically significant predictor of the
Environmental WHOQOLBREF domain. For the DASS-21, the only statistically significant
predictors were age and the BSSS Emotional subscale. These findings were to be expected given
that the BSSS Emotional subscale appeared to predict indicators of quality of life that were
related to mental and emotional facets, such as satisfaction with one’s self, how much one enjoys
life, and how often an individual has had negative feelings, such as blue mood, despair, anxiety,
or depression. The BSSS Instrumental subscale predicted the Environmental quality of life
domain, which measures participants’ self-reported quality of life related to things such as
satisfaction with access to health services and transport.
To further understand social support, quality of life, and psychological well-being, a
Canonical Correlation analysis was conducted to examine the relationship between two different
sets of variables, a set of social support variables (MSPSS Family, MPSS Friends, MSPSS
Significant Other, BSSS Emotional, and BSSS Instrumental support) and a set of health related
variables (WHOQOLBREF Physical, WHOQOLBREF Psychological, WHOQOLBREF Social,
WHOQOLBREF Environmental, DASS-21 Depression, DASS-21 Anxiety, and DASS-21
Stress). The analysis yielded one interpretable function. Within this function, the MSPSS Friends
was the primary contribution to the social support synthetic variable, with the MSPSS Family
and BSSS Emotional subscales making secondary contributions. For the health synthetic
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variable, the WHOQOL Social Domain was the primary contribution with the WHOQOL
Environmental domain having a secondary contribution. These results were generally supportive
of the theoretically expected relationships between social support and quality of life.
In considering these factors, the function was labelled “Socio-emotional Health” given
that the contributing variables emphasized both emotional facets of support (BSSS Emotional,
MSPSS Friends, and MSPSS Family) and sociocontextual related facets of health
(WHOQOLBREF Social and WHOQOLBREF Environmental quality of life domains). These
findings seem to suggest that in regards to emphasis on support from friends and family, it
appears that the types of support contributing to the quality of life of transgender participants in
this sample were emotional support. When looking at the items on the BSSS Emotional support
scale, such items referred to support on how an individual felt liked or that people were there to
cheer them up. Interestingly, the contributing variables to the health synthetic variable were the
social and environmental domains of quality of life, not the physical or psychological domains.
The results highlight the importance of measuring sociocontextual factors of quality of life for
transgender participants (Jacob and Cox, 2017). Although it is expected that the social domain
would contribute the most to the synthetic variable given its correlation with the social support
synthetic variable, that the environmental domain was the only other WHOQOLBREF domain
that contributed to the synthetic variable supports the idea that factors related to the environment
of transgender individuals are also important in understanding their overall quality of life and
psychological well-being. In identifying possible explanations, when considering how
transgender individuals face barriers to employment, housing, and education due to stigma,
factors related to physical and psychological quality of life may not be as salient compared to
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social and environmental quality of life, which due to stigmatization from society, are out of
their control.
New research suggests sociocontextual factors related to access to mental health for
transgender participants. In a sample of 27,715 transgender participants 18 years or older living
in the US, authors reported that participants living in a state with broad religious exemption laws
enabling institutions to refuse to provide services to transgender individuals was associated with
a 16% increase (p = .01) in accessing therapy and counseling services (Goldenberg et al., 2020) .
Trans individuals living in states with transgender exclusions in Medicaid policies were less
likely to use therapy/counseling (adjusted odds ratio = .70, p = .005). Transgender individuals
living in states with transgender inclusions in Medicaid policies were more likely to use
therapy/counseling (adjusted odds ratios = 1.26. p = .009). Living in states with nondiscrimation
protections for transgender individuals was associated with increased use of hormone treatment
(adjusted odds ratio = 1.21, p = .029). Authors also reported that in nearly all states, trans people
of color reported using less therapy/counseling than non-Hispanic White participants. The states
that were the exception included Tennessee, Maine, and Indiana. Discriminatory laws/policies
were also a statistically significant predictor for three or more health problems or impairments
(Cicero et al., 2020). States with discriminatory laws or policies that harmed transgender people
had an increased odds of 3 or more health problems or impairments (adjusted odds ratio = 1.48, p
= .05) relative to states without laws. Such health problems or impairments included feeling
limited in activities due to physical, mental, or emotional problems, requiring equipment (cane,
wheelchair, special bed), experiencing blindness or serious difficulty seeing even with glasses,
serious difficulty walking or climbing, difficulty dressing or bathing, and difficulty making
decisions because of physical, mental, or emotional conditions. These studies represent how
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systemic barriers, in this example discrimination policies for transgender clients in counseling,
can impact their access to services. Denial of access to services would impact the environmental
facets of quality of life if providers who wish to deny services to transgender clients are
empowered to do so by the state.
It is also possible that other factors may be more important for predicting other aspects of
quality of life. For example, the TCS might be a better predictor of sychological quality of life
given that its subscales measure satisfaction with appearance and identity. In addition, Gender
Minority Stress experiences might also provide insight into psychological quality of life and
psychological well-being.
Although the canonical function in this study was labeled “Socio-emotional health” based
on the standardized canonical function coefficients indicating socio-emotional related support
contributed most variance to the function, instrumental support did appear to have a high squared
canonical structure value (-.8290) but low standardized canonical function coefficient (-.0216).
In other words, Instrumental support contributed to the Social Support synthetic variable, but
contributed minimal variance to the canonical function coefficient. The variables selected for the
canonical analysis were grounded in existing literature on social support for transgender
populations (Başar et al., 2016; Budge et al., 2014; Testa et al., 2015; Warren et al., 2016).
Therefore, the results of the canonical indicate that how instrumental support contributes to the
quality of life and well-being for transgender populations is not well known. Function 2 was not
examined in the canonical analysis due to explaining only a minimal amount of variance between
the variables sets (10.5%). Although Function 2 was not interpreted, looking at the standardized
canonical coefficients indicates high values for Instrumental support with a positive relationship
with MSPSS Family support and an inverse relationship with support from MSPSS Friends.
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Therefore, Function 2 begins to give some information about Instrumental support being
different from emotional support. Due to the fact that Function 2 did not explain a reasonable
amount of variance compared to Function 1, which contains variance explained primarily with
emotional related support, this study did not focus on instrumental support as much in
comparison. Interpretation of Function 1 should not be taken to infer that instrumental support is
not an important variable to research, particularly when considering that the majority of this
sample (83.4%) reported having no community to provide support for their basic needs. Of this
percentage of participants, one factor that was not known was if the lack of community support
for basic needs meant they were not getting their basic needs at all or if the lack of community
support for basic needs meant they were able to get their basic needs on their own. Although
Function 2 explained a minimal amount of variance, the evidence mentioned above indicates that
Instrumental support for transgender populations should be investigated further by researchers.
This is further supported when considering data from national reports for transgender
populations in the U.S. highlight how transgender populations suffer from a severe lack of basic
needs being met (Grant et al., 2011; James et al., 2016).
In regards to future research understanding the role of social support promoting the
quality of life of transgender populations, the statistically significant differences between the
MSPSS Family, MSPSS Friends, and MSPSS Significant Other subscales highlight how
measuring social support as a broad construct may overlook unique differences. For instance, the
mean MSPSS Family subscale scores for this sample were statistically significantly lower than
the mean MSPSS Friends and MSPSS Significant Other scores, suggesting that support across
friends, family, or significant others may not be perceived as equal for transgender individuals.
In addition, the MSPSS Family subscale was the only subscale with a statistically significant
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relationship with the Non-affirmation of Gender Identity subscale, possibly suggesting that one
reason this sample rated their perceived support from family lower than others may have been
affected by non-affirming interactions with family members, despite being supported by them.
Further support for investigating differences in types of social support comes from the fact that
the BSSS Instrumental subscale was a statistically significant predictor of environmental quality
of life but not the BSSS Emotional subscale, indicating both source and type of support appear to
improve different facets of quality of life. Future research on social support for transgender
populations could benefit from expanding the definition of social support, specifying which
sources/types of support promote different facets of quality of life and psychological well-being.
Alternatively, it may also benefit the body of research to measure and compare various sources
and types of support, identifying how transgender populations find support when one source of
support (e.g. family) may be lacking compared to others (e.g. friends). For clinical practice, in
addition to offering emotional support in session, thus promoting their psychological quality of
life, mental health clinicians should also take time to assess the client’s quality of life related to
their social and environmental facets of life, determining if the client has limited access to
resources and support from others and if so, how to connect them with outreach resources to help
them meet such needs. In other words, mental health clinicians should not limit their work with
transgender clients on solely their psychological well-being as findings from this study indicate
other vital aspects of their quality of life related to the way they interact in the world with others
and their environment.
Due to limited or no support from friends and family, transgender populations may rely
on community support. Additional secondary analyses included measuring community support
from racial, transgender, spiritual, and online communities. Of the various sources of community
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support, online support had a statistically significant negative relationship with the
WHOQOLBREF Physical and WHOQOLBREF Psychological domains and a statistically
significant positive relationship with the DASS-21 total. This unexpected relationship of online
community support with lower quality of life and higher psychological distress resulted in
further exploration by examining correlations between online community support and variables
associated with rejection, specifically the GMSR scales and the Non-affirmation of Gender
Identity subscale. Statistically significant positive relationships were found between online
community support and the Non-affirmation of Gender Identity total, Gender Victimization
Total, and Gender Minority Stress Total. Because the community support variables were created
for this study and not measured using a scale with strong psychometrics, this analyses is
exploratory, therefore inferences about support from the online community and its relationship
with quality of life, psychological well-being, and gender minority related stress cannot be made.
However, this trend of results seems to suggest that it should not be assumed that online support
is always positive, as those who rely on online support may experience unforeseen costs to the
detriment of their quality of life and psychological well-being. When considering that the online
community support total also had a negative relationship with the MSPSS Significant Other
subscale, future research might explore whether or not reliance on online support relates to
feelings of loneliness or isolation from in-person support, quality of life and psychological wellbeing. Mental health clinicians may wish to explore use of online support with clients and assess
the degree to which clients find use of internet support helpful or harmful to their overall mental
health. For instance, prolonged use of internet use may risk client’s increased exposure to gender
minority stress related interactions. This does not mean the mental health clinician should tell
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clients to discontinue finding support on the internet, but to help the clientt develop insight about
the costs and benefits of seeking support from specific online communities.
Affirmation. Another secondary purpose of this study was to understand new approaches
in measuring affirmation. An Affirmation total score was created from four items created to
measure affirmation based on emphasizing positive reinforcement or behavioral reciprocation of
one’s gender identity from people to whom participants had disclosed their identity. Items asked
participants about whether people who knew them used their preferred pronouns, corrected
others for misgendering participants, educated themselves to better understand participants’
gender identity, and reacted in ways that led participants to feel accepted. The Affirmation of
Gender Identity total score demonstrated good criterion validity, based on its moderate to strong
statistically significant positive relationship with the TCS Appearance, TCS Gender Identity
Acceptance, and TCS Total scales. In addition, the Affirmation of Gender Identity had a strong
negative correlation with the Non-Affirmation of Gender Identity total. Affirmation of Gender
Identity also had statistically significant positive relationships with all four WHOQOLBREF
domains and a statistically significant negative relationship with the DASS-21 total. Finally, the
reliability alpha score for the total was good (α : 80). These findings are not meant to recommend
the Affirmation of Gender Identity total to be used in clinical or research settings, but rather to
highlight examples of ways to conceptualize Affirmation. One aspect that differentiated the
Affirmation of Gender Identity total from Testa and colleagues (2015) Non-affirmation of
Gender Identity scale was specification that participants think about people who they disclosed
their gender identity to while responding to the Affirmation of Gender Identity items. This
specification was made based on Nuttbrock et al’s (2009) conceptualization of Affirmation in
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which one of the criteria was that the parties affirming transgender individuals were aware of
their gender identity.
Future research on understanding Affirmation would benefit from qualitative studies
collecting interview data from focus groups. Such focus groups could be led by voices of
transgender individuals, inviting participants to describe what affirmation means for them and
using their feedback as a foundation to generate items that could potentially measure affirmation
of gender identity. In designing qualitative studies for analysis, it is vital that researchers include
voices of diverse gender identities across the spectrum and not limit it to binary transgender
identities. In addition, it is also important that trans people of color are heard as their unique
experiences of gender and racial identity should not be excluded when understanding the concept
of affirmation. Mental health clinicians can also provide space for transgender clients to explore
what affirmation of their gender identity means for them and what affirmation in their daily lives
might look like as they continue to understand their gender identity. Doing so not only develops
better rapport between the mental health clinician and the client but it may also help the client
understand what steps they feel are needed to complete their transition towards their gender
identity.
Exploratory Analyses
The following section discusses the findings of the exploratory analyses on gender
identity and the TCS scores. First, a discussion on how gender identity was documented, using
both multiple choice and written responses is presented. Discussion of how gender identity was
described by participants is followed by recommendations for future research and clinical
implications. Next, the concept of transition is discussed. To do so, we first discuss the pattern of
responses for participants’ concerning hormone treatment or undergoing sexual reassignment
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surgery. In addition, we review mean scores on the TCS, discussing the pattern of scores as they
related to people who accessed medically affirmative treatment and those who did not/did not
want access. In review of this pattern, we discuss the implications of how the TCS can be
utilized to further understand transgender individuals’ perceived need for transition and what
future research and clinical work with transgender clients and clients might look like when
considering the findings of the exploratory analysis.
Gender identity. An important exploratory goal was to understand how transgender
individuals describe their gender identity and what transitioning looks for them. For gender
identity, I used a two-step approach in asking participants to describe their gender identity. In the
first step, participants were asked to describe in their own words their gender identity. In the
second step, participants were given a series of categories that they could check as many as they
felt best described their gender identity. In describing gender identity in their own words, some
participants gave responses that indicated their gender in a fluid manner rather than fixed. As an
example, some participants described themselves as “Demigirl” or “Demiboy,” specifying that
they did not fully identify as non-binary or a masculine or feminine identity. Describing gender
identity in their own words also gave participants the ability to explain their own developing
understanding of their identity as one participant indicated questioning if they were non-binary
but indicated that they knew they were not a girl. Conceptually, these responses fit with the
developmental models previously discussed, highlighting that gender identity may not follow a
linear progression. Specifically, Lev’s (2004) Transgender Emergence model understands gender
identity development as a non-linear process. Lev’s model includes two exploration stages, one
in which various transgender identities are explored to identify which best represents the
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individual and a second stage in which the individual explores which steps, if any, are needed to
transition into their identity.
Although Lev’s model attempted to conceptualize gender identity development as nonlinear, since its publication in 2004, other identity development models have emerged to best
capture a wider variety of gender identity development. Many of the written responses from
participants reflect what Bradford and Syed (2019) discuss in regards to the master narrative
approach concept of “transnormativity,” in which participants reported their identity aligning
with binary categories (ex: “masculine-aligned, but I’m still questioning a lot of things”) and also
resisted the cultural norms assuming gender as binary by also identifying as non-binary (ex:
“Demiboy, so both male and non-binary”). Thus, some participants indicated that they were still
exploring their gender identity. Other participants felt confident that their gender identities were
fluid, including more than one gender identity “category.” Rather than view the transgender
client’s gender identity as a construct that has an “end point” to progress towards, mental health
clinicians and physicians should support the fluidity of gender identities. In other words, mental
health clinicians and physicians would do best to focus on being an affirmative source for trans
clients instead of focusing solely on determining if the client wishes for medically affirmative
treatment to help them “change” to their identified gender. If someone’s gender identity is fluid,
asking them about what changes to their physical appearance are necessary for transition may be
non-affirming as it tacitly implies asking them to make a singular choice.
In addition, this methodological approach to measuring gender identity may also have
been received as empowering for transgender participants. Although resilience was not
specifically measured in this study, participants were asked to define their gender identity in their
own words, which was one form of internal resilience as described by Singh, et al. (2011). Such
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practice has been described as resisting traditional binary views on gender identity. This study
ensured that such resistance to the gender binary was not disrupted by limiting participants’
options in reporting their gender identity.
Finally, we wanted to explore the concept of transition, examining responses to questions
about hormone use and sexual reassignment surgery in addition to examining scores on the
Transgender Congruence Scale (Kozee et al., 2012), a scale containing items that measure
transgender individuals’ perceived congruence between their physical appearance and their
gender identity and overall acceptance and pride of their gender identity. To examine this, we
looked at a subset of the sample that selected only one gender identity category. This was done in
order to better understand participants’ interest in seeking medical affirmation and perceived
congruence for both binary and non-binary identified individuals. Participants who selected one
identity or in their own words, indicated identifying with a binary or non-binary gender identity
were included in this subsample. Because some identities had a low sample size (N < 20),
identities that were not Trans Male or Trans Female were recoded as Non-binary, thus the three
identities selected for comparisons were Trans Male (N = 41) , Trans Female (N = 45) , and NonBinary identities (N = 34).
In looking at responses for hormone use and sexual reassignment surgery, the trend of
responses seemed to indicate that trans men (N = 33) and trans women (N = 36) reported taking
hormones more than non-binary participants (N = 10). In regards to surgery, only one non-binary
participant reported undergoing sexual reassignment surgery, while the majority indicated they
did not want surgery (N = 10) or were not sure (N = 17) whether or not they wanted surgery. In
contrast, more trans men (N = 22) and trans women (N = 27) indicated wanting surgery if they
had not yet undergone surgery. The purpose of these comparisons were not meant to make
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inferential conclusions given that the method used to define identities was imperfect, however
the trends highlighted here provide anecdotal support that hormone use and sexual reassignment
surgery are sought by many but not all transgender individuals. As a result, researchers,
physicians, and mental health clinicians will want to be supportive of trans individuals’
uncertainty about what steps are needed to transition as such steps will vary based on the unique
identities of each individual. Support of their exploration can include validating individual
differences towards transitioning by indicating there is no monolithic way for someone to
transition.
Further examination of this subsample of participants also reveals potential age or cohort
differences in trans identities. Participants who identified as non-binary ( Age M = 24.76, SD =
6.79) were younger than trans males (Age M = 28.85, SD 12.01) and trans females (Age M =
38.96, 14.83). This could reflect several different explanations. Based on some anecdotal written
responses, some participants indicated that they were still processing a gender identity that best
described them. For example, one 14-year-old participant identified as demiboy, indicating that
they were still thinking if they were transmasculine rather than non-binary but they did specify
they were not a girl. Another explanation could be a reflection of younger participants
understanding gender beyond a binary framework compared to older generations. That is, as the
research on non-binary gender identity is nascent, so is the general understanding of gender
identity for transgender individuals and younger transgender participants may be introduced to
nonbinary gender identity that older transgender individuals may not have learned when they
were exploring their gender identity. In other words, if Devor’s (2004) model of gender identity
reflected a binary, linear model of gender identity development, then newer models (narrative
framework) are selecting a different understanding of gender identity, which would also reflect
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how younger participants are understanding a nonbinary narrative compared to older
participants.
That there were patterns of age differences among binary and non binary gender
identities reflect another facet that relates to age, how one understands their gender identity
depending on their age cohort. Someone who is older may have experienced non-affirmation of
gender identity and well-being different than someone who is younger. Non-affirmation of
gender identity may be experienced differently for someone who identifies as binary or nonbinary, something else that researchers should consider when understanding age, gender identity,
and non-afirmation of gender identity. That trans women in this subsample were the oldest,
might also reflect different approaches and affirming relationships they have had time to form,
compared to trans men and non-binary individuals who have had less time to develop affirming
relationships.
Transgender Congruence Scale and transition. In considering that not all participants
wished to undergo surgery or take hormones, we believed it was important to understand
transitioning beyond relying on questions about medically affirmative treatment using
categorical responses. The TCS was selected because it offered a quantitative measure of
perceived congruence of one’s gender identity based on their external appearance and acceptance
of their gender identity. We compared TCS scores across people who had and had not taken
hormones or received sexual reassignment surgery. Again, due to imbalances in samples sizes
for people receiving medically affirmative treatment and those who were not or did not want
affirmative treatment, these comparisons were not meant to make statistical inferences but rather,
highlight trends associated with the TCS. To begin with, the total sample mean score for the TCS
Appearance (M = 2.83) subscale was lower than the TCS Gender Identity Acceptance (M = 4.20)
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subscale. The mean difference between the two subscales suggest that gender identity and
satisfaction with how one’s external appearance represents their gender identity may not be a
monolithic experience. These trends suggest that acceptance of one’s transgender identity may
not always depend on how well their physical appearance is congruent with their gender identity.
This is further supported when considering that the TCS Gender Identity Acceptance Subscale
had statistically significant positive correlations with all four quality of life domains and a
statistically significant negative relationship with the DASS-21 total, while the TCS Appearance
subscale had a statistically significant positive relationship with three of the four (physical,
psychological, and environmental) quality of life domains and a statistically significant negative
relationship with the DASS-21 total. Thus, while an overall sense of congruence with one’s
appearance and gender identity does appear to be associated with quality of life and
psychological well-being, it may not solely depend on how congruent one feels about their
physical appearance because acceptance of one’s identity was also associated with quality of life
and psychological well-being.
In examining differences of TCS scores across participants using hormones and who had
undergone sexual reassignment surgery, the trend of scores indicate a pattern that was expected.
It appeared that participants who took hormones or currently took hormones had higher TCS
Appearance, TCS Gender Identity, and TCS Total scores compared to those who had not. In
addition, participants who were not taking hormones and did not want to take hormones had
higher TCS Appearance and TCS Total scores than those who were not taking hormones but
wanted to and those who were not taking hormones and weren’t sure if they wanted to take
hormones. A similar trend appeared in regards to surgery, with participants who underwent
surgery having higher TCS Appearance and TCS Total scores than those who had not and those
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who did not wish to undergo surgery having higher TCS Appearance and TCS Total scores than
those who had not underwent surgery and wished to undergo surgery. This pattern of differences
offer support for the validity of the TCS in measuring perceived congruence across diverse
experiences with gender identity. Because TCS scores varied depending on whether participants
wanted or did not want medically affirmative treatment, it can offer support that not all
transgender individuals seek medically affirmative treatment, and may be satisfied with
hormones or surgery not being necessary for their steps to transition. High scores on the TCS
associated with satisfaction are further supported by the TCS Total’s statistically significant
positive relationship with the WHOQOLBREF domains and statistically significant negative
relationship with the DASS-21 total (See Table 3), as it would be expected that higher TCS
scores indicating higher perceived congruence would be associated with higher quality of life
and psychological well-being. Further criterion validity includes the strong statistically
significant negative correlations for the TCS Appearance subscale ( r = -.64) and TCS Total (r =
-.65) with the Non-affirmation of Gender Identity subscale.
Due to its statistically significant correlation with all quality of life and psychological
well-being variables, the TCS Total was conceptualized as an alternative measure of transition,
and added to the five hierarchical regression analyses testing Non-affirmation of Gender Identity
as a moderator for The MSPSS Total. The results indicated that the TCS total was a statistically
significant positive predictor for the WHOQOLBREF Psychological domain. This finding makes
conceptual sense, given that the TCS Total includes both satisfaction with one’s appearance
matching their gender identity and overall acceptance of their gender identity, which includes
pride and happiness towards their gender identity. Similarly, the WHOQOLBREF Psychological
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domain encompasses facets of psychological quality of life that include satisfaction with oneself
and ability to accept one’s bodily appearance.
When considering all of the aforementioned exploratory research, these findings provide
nascent support for the TCS being conceptualized as an alternative measure of transition and
desire for transition. This expands conceptualization beyond dichotomous answers to questions
about whether one has received medically affirmative treatment. The assumption about
medically affirmative treatment as an intervention to improve quality of life has been that it helps
transgender individual’s’ seeking congruence between their physical body with their gender
identity and reduce distress related to gender dysphoria. Much of the previous body of literature
on quality of life for transgender clients focus on changes in quality of life outcomes prior to and
after medically affirmative treatment (Nobili et al., 2018). Recall in the literature review, there
appeared to be an emphasis on medically affirmative treatment in standards of care for
transgender clients for purposes of reducing distress related to gender dysphoria (Coleman et al.,
2012). The findings from this study indicate that while many transgender individuals desire some
medically affirmative treatment and experience higher QOL afterwards, not all transgender
individuals may want medically affirmative treatment, nor are they certain medically affirmative
treatment is necessary for transition.
The TCS measures a transgender individuals’ feelings of genuine, authentic, and
comfortable feelings with their external appearance and acceptance of their gender identity
without depending on whether or not the individual has received hormone treatment or sexual
reassignment surgery. My own generated questions about hormone use and sexual reassignment
surgery in this study highlight limits to relying on “yes/no” responses as participants in this
sample indicated not being sure if they wished to undergo surgery or receive hormones. This
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complexity is further supported by the written responses of participants’ description of their own
gender identities, some of which indicating they were still not certain of their gender identity.
Conceptually it would make sense that a transgender individual who is uncertain about their own
gender identity would also be uncertain about whether or not medically affirmative treatment is
needed in their steps to transition. While such factors make measurement in research complex,
the previously established psychometrics of the TCS in addition to its criterion validity in this
study offer promise in continued investigation of its utility as an empirically supported scale to
understand congruence, transition and how they relate to quality of life and psychological wellbeing for transgender populations. That the sample’s TCS Appearance and TCS Gender Identity
subscale mean scores were different also highlight how perceived congruence of one’s identity
may not solely depend on satisfaction with their appearance. This conceptualization of
congruence is more informative in understanding a transgender individuals’ steps to transition
because it can capture the experiences of someone who experiences a high amount of pride in
their gender identity but may not feel satisfied with the congruence between their appearance and
their gender identity, and highlights the importance of offering affirmation of someone’s desire
not to seek medically affirmative treatment if they feel ambivalent about such procedures. Future
research might explore what steps to transition someone with low TCS Appearance scores and
high TCS Gender Identity scores would be.
In addition, this study also highlights the importance of using different ways to assess
gender identity, allowing participants to describe in their own words what their gender identity
means for them and allow them to select more than one category. Anecdotal feedback from
participants taking this study emphasized appreciation for the thought put into the survey design
and “trans-friendliness” that resulted in its endorsement to be shared by others. Thus, not only is
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using a multi-step approach to asking participants about gender identity more expansive in
capturing a wider range of perspectives, it is also perceived as more welcoming by giving
stakeholders more of a voice rather than being forced to choose only one identity that may not
fully best represent their gender identity. Although statistical precision may be lost in this
approach, as we were unable to make inferences based on statistical mean differences between
gender categories, researchers should consider if rigid categories are worth overlooking the
complex ways in which gender identity can may be experienced for transgender populations and
if that helps move the overall body of literature in a direction that best benefits them.
Limitations
In this section, I review several limitations related to this study. Specifically, I discuss the
limited generalizability of the findings due to its design as well as limited recruitment of trans
people of color. Another limitation I review relates to the use of self-reported questionnaires to
collect data. I discuss the limitations to using only self-reported surveys online as well as some
of the structural limitations of some scales, such as the WHOQOLBREF Social domain and the
TCS Gender Identity Acceptance subscale. I also discuss limitations to using the Nonaffirmation of Gender Identity scale as an indicator of affirmation.
Although many findings from this study are useful to inform future research in
understanding quality of life, psychological well-being, social support, and affirmation for
transgender populations, the findings cannot be generalized to all transgender individuals living
in the U.S. as the representativeness of the present sample to the entire U.S. transgender
population cannot be determined. This is due to using purposeful convenience sampling methods
in which specific social media platforms and groups were targeted for online recruitment, rather
than randomized recruitment. The absence of census information on the transgender population

227

in the U.S. is also a barrier to determining representativeness of the present sample of
transgender participants. Furthermore, because this sample was recruited online, the findings
cannot be assumed to be generalizable to all transgender individuals living in the U.S. as those
who did not have access to a computer were not represented in this study. In addition, there was
an imbalance in U.S. regions in which participants lived, with the majority living in the
Midwestern region. There appeared to be less representation of transgender individuals from the
western and southern regions.
One other factor in regards to limitations of generalizability refers to the sample being
predominately White. Thus, it cannot be determined the degree to which these findings represent
the experiences of affirmation, social support, quality of life, and psychological well-being for
transgender people of color. Specifically, it is unknown how racial identity development impacts
the lives of transgender people of color, or how race-related and anti-transgender discrimination
combine to impact their quality of life. Efforts made to recruit trans people of color in the present
study included reaching out to specific organizations that provided outreach to trans people of
color specifically. However, permission to send recruitment flyers was not granted either due to
groups not responding to the e-mail request or permission being granted after the target number
of participants had been recruited. Sites that did grant permission were transgender focused
Facebook groups, LGBTQ+ outreach centers, and LGBTQ+ student organizations at colleges.
Thus it would appear that online purposive sampling can be efficient in recruitment for online
studies, but is limited in its approach to inclusion of transgender people of color. Future efforts to
understand the quality of life and psychological well-being for transgender people of color may
require a more specified approach in increasing visibility of focusing on issues related to race.
For example, nothing in the present study title or description advertised to participants indicated
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that the study was interested in participants’ experiences specific to race. In the future,
researchers focusing on minority stress could indicate that the study is interested in various types
of prejudice and discrimination, both in regard to transgender and racial discrimination. As an
example, such a study might advertise itself as a “LGBTQ+ and racial discrimination study” if
researchers were interested in measuring discrimination. In this case, making added efforts to
measure racial discrimination may indicate to potential participants that they will also have the
chance to share their experiences as people of color. This example does not limit itself to
discrimination, such a label could also apply to topics, such as identity, pride, and advocacy.
Such efforts may interest transgender people of color better than a study that advertises gender
identity as the sole focus.
Researchers may also try focusing on qualitative approaches, partnering with members of
the target population so that they are provided with an understanding of the motives and views of
the researchers and so that members of the target population can communicate what they deem is
respectful and meaningful research (Wheeler, 2003). If successful, interviews from qualitative
research could be scheduled with other focus groups, expanding on the qualitative data while
also building trust within the communities. Not only would this approach provide useful insight
into the experiences of transgender people of color by hearing their voices, but it would also give
them the opportunity to provide feedback to researchers as to how research can be conducted so
that it truly benefits them and their communities.
One other reason that our recruitment methods did not result in a diverse sample was
using broad inclusion criteria. By limiting inclusion criteria to only identifying as transgender
and being older than 14 years of age, it was our hope that this would result in a wide range of
participants from various experiences. However, in order to ensure large samples of transgender
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people of color are recruited, specifying inclusion criteria in regards to racial identity is
recommended for future researchers. That is, if researchers are interested in factors promoting
quality of life for Black transgender populations, inclusion criteria should be specific to
recruiting Black transgender individuals. This is not to criticize researchers who wish to study
transgender people of color, but rather to raise caution of the risk of using broad inclusion
criteria which may result in imbalanced sample sizes between groups. Lastly, our sampling
methods involved purposefully selecting organizations for permission to disseminate the
recruitment flyer, relying on the snowball effect of it being shared on social media to result in
recruitment of a large sample size. A more comprehensive approach that relies on a snowball
effect for recruitment might be Respondent Driven Sampling (RDS; Heckathorn, 1997). RDS
relies on recruiting seeds in hidden populations to recruit other members and in addition, allows
for recruiters to be rewarded for the additional participants they recruit. Once the first wave of
participants recruit members, the new wave of recruited members are interviewed and offered the
same opportunity to recruit more members. RDS theorizes that as seed waves expand, bias from
initial convenience sampling is reduced. This is achieved by applying weight estimates that
calculate the sample across groups as if it had not been influenced by the recruitment from the
original seeds (Heckathorn, 2002; Salganik, 2006). This estimate is compared to the actual
recruited sample. Respondent-driven sampling methods have reportedly been successful in
recruiting a racially diverse sample of transgender individuals to run multivariate analysis
(Stanton et al., 2017; H. M. Thompson et al., 2015). One final research strategy investigators can
utilize is to assess the racial demographics of the sample before discontinuing the study. If it
appears that the recruited sample will be predominately White, researchers should attempt to
reassess their recruitment strategy and alter their approach to ensure alternative recruitment
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methods will result in a racially diverse sample. As previously mentioned, such strategy was
determined not to be feasible for the present study given the large confound related to the
COVID-19 pandemic that may have significantly impacted participants’ evaluation of their
quality of life and psychological well-being.
Although the findings of this study provide important insight into the quality of life and
psychological well-being of transgender populations, all measures used were online surveys
relying on the self-report of the participants. Although instructions were given to answer each
question as honestly as possible, control over the degree to which participants understood each
question was not possible. Therefore, in addition to the risks of limited generalizability to
transgender participants with access to a computer, limiting data collection to online surveys also
leaves this study at risk of not controlling participants’ understanding of the questions and how
that influenced their answers. Future studies might address this limitation by administering the
surveys in person to participants, allowing for debriefing afterwards in which the participant can
describe their process in understanding the questions they answered. However, this strategy
could also pose risks in regards to privacy as participants in this type of study would not have
anonymity, which may also impact how honestly they respond to questions. Alternatively,
researchers who wished to continue using online surveys might consider providing an
anonymous debrief through online interaction with participants. Such online interaction might be
done through chat, so the identities of participants could remain anonymous.
Although we selected a widely used instrument for quality of life, the WHOQOLBREF
should not be determined as the only instrument to measure quality of life for transgender
populations. Limitations to its use are that it lacks standardized norms to make comparisons with
the general population or norms to determine clinical significance. In addition, the low reliability
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of the Social domain (α = .70) may limit our understanding of social quality of life for
transgender populations, especially when considering that the Social domain scale contains only
three items. Given that the social domain was the primary contributor to the synthetic health
variable in the canonical analysis, it might be useful for future research to utilize an alternative
instrument for social quality of life. A quality of life measure that contains more items measuring
social facets of quality of life is the Wisconsin Quality of Life Index (Becker et al., 1993), which
contains 10 self-reported items asking an individual to rate their amount of social support and
satisfaction from social relations. While initial psychometric data appears promising for a small
sample of individuals with mental health concerns, additional data are needed on larger samples.
In addition, as of this writing no known research exists on using the Wisconsin Quality of Life
Index on transgender populations.
Similarly, although the Transgender Congruence Scale appears to be a useful in
understanding congruence and transition for transgender populations, the TCS Gender Identity
Acceptance subscale is composed of only three items, which are the final three items of the TCS
scale. Thus, this particular subscale may be vulnerable to order effects in addition to an
imbalance in the number of items. Although the TCS demonstrated good validity in this study,
the scale still requires continued research measuring its validity with large samples of trans
populations of various identities. This includes non-binary individuals and also understanding
what TCS scores look like for trans people of color and how their racial identity also relates to
their perceived congruence with their appearance and gender identity and acceptance of their
gender identity.
Finally, although Non-affirmation of Gender Identity was used as an indicator of
affirmation, it focuses on non-affirming experiences rather than affirming experiences, therefore
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it also has limits in measuring affirmation, specifically since it asks participants to reflect on
general experiences of non-affirmation from people. This differs from Nuttbrock et al’s (2002)
model of affirmation in that, it does not specify focusing on experiences of affirmation/nonaffirmation of gender identity with people to whom the transgender participant had disclosed
their gender identity. Alternative measures of affirmation may exist and therefore should be
considered for future research seeking to understand affirmation in addition to the Nonaffirmation of Gender Identity. The lack of quantitative instruments measuring Affirmation
should not prevent mental health clinicians from trying to implement more affirmative practices
in research and working with transgender clients. For example, a controlled study may examine
differences in client outcome assessment with an office that does not implement any specific
ways to make it appear affirming, comparing their client assessments with an office that explores
various ways to be more affirming to transgender clients. Such affirming methods might include
designing the office with trans-affirmative posters; encouraging staff to introduce themselves
with their preferred pronouns in order to demonstrate policies and practices to respect all gender
pronouns; and using intake forms that avoid asking about gender identity in a categorical format,
asking instead for respondents to describe their gender identity in their own words.
Implications
Although only mixed support was found for the hypothesis of Non-affirmation of Gender
Identity moderating the relationship between social support and psychological well-being, the
findings from this study provide several useful clinical and research implications. It is clear that
social support remains a positive factor in promoting quality of life and psychological well-being
for transgender populations. More specifically, it appears that emotional support from friends
and family enhances social and environmental aspects of quality of life for transgender
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populations. Future research in understanding quality of life and social support would benefit
from specifying the source or type of support utilized in measuring positive predictors of quality
of life as it is clear that general measures of support may not identify differences in both source
and type of support. In addition, continued research on the costs and benefits of using online
support could also improve the body of literature by facilitating education on being selective in
choosing which online communities to engage.
In regards to Non-affirmation moderating the strength of the relationship between social
support and psychological well-being, future research could benefit from additional testing of
Non-affirmation of Gender Identity as a moderator, but would require a larger sample size (N =
450) given that more statistical power may be required to test the interaction term against the
predictor variables and age as a covariate. The Non-affirmation of Gender Identity scale still
shows promise in further investigation as a predictor of environmental facets of quality of life as
well as a positive predictor of psychological distress. The statistically significant relationships
with the WHOQOLBREF Environmental domain and DASS-21 total offer promise in exploring
why non-affirming interactions seems to predict poor environmental related facets of quality of
life and psychological distress. Adding other measures of affirmation and measures of gender
minority stress and/or congruence is also beneficial in providing additional insight.
Mental health clinicians and physicians can work with transgender clients in also
providing emotional support, particularly when environmental and social resources are limited,
working to connect transgender clients to communities and organizations who can provide
resources. Mental health clinicians may also wish to continue further assessment of social
support networks during intake interviews with transgender clients, specifically asking about
who they consider supportive and what type of support they receive from that source. Such
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specific questions can help mental health clinicians understand the client’s social support
network and the degree of protective factors they have with their quality of life and
psychological well-being. For instance, if a transgender client says they see their family regularly
but indicates it is only for basic needs, a mental health clinician may want to ask follow-up
questions about how affirming the family is of the clients’ gender identity. If the client does not
perceive family as affirming, physicians and mental health clinicians might ask how nonaffirmation from family impacts the clients’ feelings about how emotionally supportive their
family can be. Participation in a support group, or referral to group therapy may be beneficial in
addressing limited social support. Developing transgender support groups led my transgender
members of the community could offer both social support and affirmative spaces to transgender
clients with limited support and resources. Researchers could begin developing pilot studies
utilizing affirmative cognitive-behavioral therapy techniques (Pachankis et al., 2015) in a group
therapy format for transgender populations. Such approaches could help build support for
transgender clients, address ongoing non-affirming interactions throughout their daily lives by
providing a space to process them with others, and further offer emotional support beyond
individual therapy sessions.
Although normative scores have not been established for the Transgender Congruence
Scale, it may still be a useful measure in both research and clinical practice to understand
perceived congruence and how it relates to perceived need to transition. Researchers wishing to
understand transition can start to test the validity of this scale as a quantitative measure of
perceived satisfaction with appearance and gender identity acceptance, using these scores to
compare differences between transgender individuals who desired or received medically
affirmative treatment with those who did not want it or were not sure. Doing so would provide
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additional empirical data in understanding how perceived congruence with one’s identity relates
to perceived steps needed to transition. The TCS may also help researchers understand the link
between medically affirmative treatment and improved quality of life as the limited improvement
of medically affirmative treatment may be attributed to perceived satisfaction with appearance or
gender identity acceptance lowering over time. In addition, the TCS would benefit from more
studies with more diverse samples of transgender populations to expand on the psychometrics of
the scale. It is also important that future studies using the TCS include transgender people of
color to provide an understanding of congruence and transition for them.
For clinical purposes, the TCS may be useful in providing insight for transgender clients
seeking to understand their gender identity and what steps they feel are needed for transition. For
instance, a low score on the TCS Appearance subscale can help inform the mental health
clinician about the clients’ perceived incongruence between their external appearance and gender
identity, which may help facilitate a conversation about what congruence would look like for
them. This conversation can then hopefully lead the mental health clinician to work with the
client to identify what steps are ones they wish to seek in transitioning and identify, if any,
appropriate referrals for affirmative treatment. Discussing the TCS results with clients can also
be helpful in facilitating insight into a clients’ decision to seek hormone treatment and/or sexual
reassignment surgery by helping them understand how perceived dissatisfaction/satisfaction with
their appearance relates to their pride in their identity, thus helping them decide if any physical
changes are needed. The dialogue can continue by weighing the costs and benefits of seeking
medically affirmative treatment.
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Conclusions
A key takeaway from this study relates to future approaches in research for transgender
populations. This study highlights the need for researchers to shift from understanding gender
identity as a fixed construct that is limited to forced-choice responses to allowing participants to
inform researchers about their gender identity in their own words and/or select as many gender
identity categories that best represents their identity. Participants in this sample indicated both
certain and uncertain aspects of their identity, which provides several interesting points in
regards to research on their quality of life and psychological well-being. First, transition for this
sample could not be assumed to be a linear process if they themselves were still understanding
their gender identities. This is especially the case when considering many participants answered
“Not sure” when asked if they wished to take hormones or seek sexual reassignment surgery.
Second, Mental health clinicians and researchers should not assume medically affirmative
treatment to be the primary intervention to improve quality of life for transgender populations.
Many participants in this sample indicated not wanting medically affirmative treatment. Rapport
with transgender clients is at risk if a mental health clinician or physician pushes the client
towards making physical changes to their body when the client themselves might not be certain
if physical changes to their appearance are what is needed to express their gender identity.
Focusing on medically affirmative treatment as an intervention risks overlooking the
psychological processes linked to perceived improvement in quality of life and psychological
well-being, such as congruence. The TCS can be a useful measure in understanding those
psychological processes as an indicator of satisfaction with one’s appearance and gender identity
acceptance pre-and post-treatment. Third, it is important to focus on ways to promote the quality
of life of transgender populations outside of the clinical setting. The results of the canonical
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analysis highlight how social support can be effective in promoting quality of life in social and
environmental domains for transgender populations, which further supports the need for mental
health clinicians, physicians, and researchers to target external facets of quality of life by
identifying means to connect transgender clients to places of outreach if their social support
networks are limited.
What should be noted from these findings are that exclusively focusing on psychological
or physical quality of life in the doctor or therapists’ office for transgender clients may have
limited effectiveness, as individuals who identify as transgender must still navigate a society that
limits their access based on stigmatization for their gender identity. This is highlighted when
considering that the Non-affirmation of Gender Identity total was a statistically significant
negative predictor of Environmental quality of life, suggesting that non-affirming experiences
appear to have a negative impact on quality of life related to interacting with the environment.
Thus, both affirmation and non-affirmation of gender identity are constructs that should be
explored further as they relate to the quality of life and psychological well-being for transgender
populations. For affirmation, early qualitative research is needed to best identify what it is for
transgender individuals and how that differs from social support. Such specification will benefit
research and clinical practice by offering more precision in how affirmation and social support
can both be utilized as protective factors for quality of life and psychological well-being. For
non-affirmation of gender identity, further use of the Non-affirmation of Gender Identity scale
can be useful in understanding negative predictors of sociocontextual factors related to quality of
life for transgender individuals, specifically in relation to how it affects daily interactions and
quality of relationships with others.
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Appendix A
Background Questionnaire
1.
2.

3.
4.

5.
6.

7.

8.
9.

Age
Please indicate your Sex-assigned at-birth
o Male
o Female
o Intersex
In your own words, please describe your gender identity.
Please indicate the gender that best describes you (Check all that apply)
▪ Transgender male/Male/Trans Male
▪ Transgender female/Female/Trans Female
▪ Genderqueer
▪ Non-binary
▪ Two-spirit
▪ Agender
▪ Gender fluid
▪ Bi-gender
▪ Fa’afafine
▪ Mahu
▪ Third Gender
▪ Other
In your own words, please describe your racial identity.
Are you of Hispanic, Latino, or Spanish origin?
o If yes please select all that apply: Mexican, Puerto Rican, Mexican American,
Chicano, Cuban, Yes another Hispanic origin (please describe in your own words)
Please indicate your racial identity that best describes you (Check all that apply)
o White
o Black or African American
o American Indian or Alaskan Native
o Asian Indian
o Chinese
o Korean
o Filipino
o Japanese
o Vietnamese
o Native Hawaiian
o Guamanian or Chamorro
o Samoan
o Other Pacific Islander
o Multiracial
o Biracial
o Other (please describe)
In your own words, please describe your sexual orientation
Please indicate the sexual orientation that best describes you (Check all that apply)
268

o
o
o
o
o
o
o
o
o

10.

11.

12.

13.

Gay
Lesbian
Same-gender attraction
Bisexual
Queer
Heterosexual
Asexual
Pansexual
Other (please describe)
What is your relationship status?
o Single
o Partnered
o Civil Union
o Married
o Separated
o Divorced
o Widowed
o Open Relationship
Have you ever taken hormones related to a gender transition?
o Yes
▪ If so are you currently taking them?
▪ Yes
▪ No
▪ No but I want to
o No
▪ If no, do you wish to?
▪ Yes
▪ No
▪ Not Sure
Have you ever undergone sexual reassignment surgery?
o Yes
o No
▪ If not do you wish to undergo surgery?
▪ Yes
▪ No
▪ Not Sure
Please indicate your highest level of education completed
o Some middle school
o Middle School
o Some high school
o High school
o Some college
o 4 year college
o 2-year graduate college
o Doctoral degree
o Associate’s Degree
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14. Are you a dependent? (Under 18 and under care of a parent or legal guardian)
o Yes
▪ Income-please indicate your parent or legal guardian’s estimated

annual

gross income
▪ Under $15,000
▪ Between $15,000 and $29,999
▪ Between $30,000 and $49,999
▪ Between $50,000 and $74,999
▪ Between $75,000 and $99,999
▪ Between $100,000 and $150,000
▪ Over $150,000.
o

No
▪

15.

16.

17.

18.

Income-please indicate your yearly gross income
▪ Under $15,000
▪ Between $15,000 and $29,999
▪ Between $30,000 and $49,999
▪ Between $50,000 and $74,999
▪ Between $75,000 and $99,999
▪ Between $100,000 and $150,000
▪ Over $150,000.
Please select your current employment status
o Unemployed
o Part-time
o Full-time
o Seasonal
o Freelance/Contractual
o Retired
o On disability
o Homemaker or full-time parent
o Self-employed, own your own business
o Self-employed, contract worker
o Other
▪ If you selected other please describe in your own words
If you have ever worked for pay in the street economy, please check all activities in
which you have engaged.
o Sex work/sex industry
o Drug sales
o Other, please specify
o Not applicable, I have never worked for pay in the street economy.
Housing-what is your current housing situation
o Homeowner
o Renter
o Homeless
o Assisted housing
o Living with family
o Living with friends
People can tell I’m transgender/gender non-conforming even if I don’t tell them
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o
o
o
o
o

Always
Most of the time
Sometimes
Occasionally
Never

19.

I tell people that I’m transgender/gender non-conforming (mark all that apply)
o Never
o People who are close friends
o Casual friends
o Work colleagues
o Family
o Everyone

20.

How many people know or believe you are transgender/gender non-conforming in each
of the following settings? Mark all that apply
None

A few

Some

Most

All

Not
applicable

At home
On the job
At school
In private
social
settings
In public
social
settings
When
seeking
medical
care
21.

Please check the type of support you receive from the following communities (check all
that apply):
No
Racial
Transgender Religions/Spiritual
Online
Community Community Community
Community
Community

Basic needs
(food, clothing,
shelter)
Emotional
support
Advice/problem
solving
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22.

Please rate where you feel you are in the transition process. Transition refers to a process
that some transgender/gender-non-conforming individuals may go through to identify as
[their gender].

1
I have been
thinking about
transitioning, but
have not taken
any steps to
make any
changes

2

3
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4

5
I have made
most of the
changes I have
wanted to make
and consider
myself living full
time with my
transgender
identity

Appendix B
Affirmation of Gender Identity
You were previously asked to mark which people that you tell you are transgender/gender nonconforming. Of those people, please rate how much you agree with the following statements.
1. After disclosing my gender identity, people use my correct pronouns without needing to
be corrected.
Strongly
Disagree
Neither agree
Agree
Strongly Agree
disagree
nor disagree
2
4
5
1
3

2. People correct others who refer to me by my incorrect pronouns.
Strongly
Disagree
Neither agree
Agree
disagree
nor disagree
2
4
1
3

Strongly Agree
5

3. People have educated themselves about gender identity in order to better understand me.
Strongly
Disagree
Neither agree
Agree
Strongly Agree
disagree
nor disagree
2
4
5
1
3

4. After disclosing my gender identity, people’s reactions made me feel accepted for who I
am.
Strongly
Disagree
Neither agree
Agree
Strongly Agree
disagree
nor disagree
2
4
5
1
3
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Appendix C
Multidimensional Scale of Perceived Social Support

Instructions: We are interested in how you feel about the following statements. Read each
statement carefully. Indicate how you feel about each statement.
Circle the “1” if you Very Strongly Disagree Circle the “2” if you Strongly Disagree Circle the
“3” if you Mildly Disagree Circle the “4” if you are Neutral Circle the “5” if you Mildly
Agree Circle the “6” if you Strongly Agree Circle the “7” if you Very Strongly Agree
1.

There is a special person who is around
when I am in need.

1

2

3

4

5

6

7

SO

2.

There is a special person with whom I
can share my joys and sorrows.

1

2

3

4

5

6

7

SO

3.

My family really tries to help me.

1

2

3

4

5

6

7

Fam

4.

I get the emotional help and support I
need from my family.

1

2

3

4

5

6

7

Fam

5.

I have a special person who is a real
source of comfort to me.

1

2

3

4

5

6

7

SO

6.

My friends really try to help me.

1

2

3

4

5

6

7

Fri

7.

I can count on my friends when things
go wrong.

1

2

3

4

5

6

7

Fri

8.

I can talk about my problems with my
family.

1

2

3

4

5

6

7

Fam

9.

I have friends with whom I can share
my joys and sorrows.

1

2

3

4

5

6

7

Fri

10.

There is a special person in my life who
cares about my feelings.

1

2

3

4

5

6

7

SO

11.

My family is willing to help me make
decisions.

1

2

3

4

5

6

7

Fam

12.

I can talk about my problems with my
friends.

1

2

3

4

5

6

7

Fri
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Appendix D
Gender Minority Stress and Resilience Subscales
Please indicate how much you agree with the following statements
Non-Affirmation of Gender Identity
1. I have to repeatedly explain my gender identity to people or correct the pronouns people use.
Strongly
disagree

Disagree
2

1

Neither agree
nor disagree

Agree

Strongly Agree

4

5

Agree

Strongly Agree

4

5

Agree

Strongly Agree

4

5

3

2. I have difficulty being perceived as my gender.
Strongly
disagree

Disagree
2

1

Neither agree
nor disagree
3

3. I have to work hard for people to see my gender accurately.
Strongly
disagree

Disagree
2

1

Neither agree
nor disagree
3

4. I have to be “hypermasculine” or “hyperfeminine” in order for people to accept my gender.
Strongly
disagree

Disagree
2

1

Neither agree
nor disagree

Agree

Strongly Agree

4

5

3

5. People don’t respect my gender identity because of my appearance or body.
Strongly
disagree
1

Disagree
2

Neither agree
nor disagree
3
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Agree

Strongly Agree

4

5

6. People don’t understand me because they don’t see my gender as I do.
Strongly
disagree

Disagree
2

1

Neither agree
nor disagree

Agree

Strongly Agree

4

5

3

Gender-Related Discrimination
Please Check all that apply (for example, you may check both after age 18 and in the past year
columns if both are true). In this survey, gender expression means how
masculine/feminine/androgynous one appears to the world based on many factors such as
mannerisms, dress, personality etc.
1. I have had difficulty getting medical or mental health treatment (transition-related or
other) because of my gender identity or expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

2. Because of my gender identity or expression, I have had difficulty finding a bathroom to
use when I am out in public.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

3. I have experienced difficulty getting identity documents that match my gender identity.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

4. I have had difficulty finding housing or staying in housing because of my gender identity
or expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

5. I have had difficulty finding employment or keeping employment, or have been denied
promotion because of my gender identity or expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3
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4

Gender-Related Rejection
1. I have had difficulty finding a partner or have had a relationship end because of my
gender identity or expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

2. I have been rejected or made to feel unwelcome by a religious community because of my
gender identity or expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

3. I have been rejected by or made to feel unwelcome in my ethnic/racial community
because of my gender identity or expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

4. I have been rejected or distanced from friends because of my gender identity or
expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

5. I have been rejected at school or work because of my gender identity expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

6. I have been rejected or distanced from family because of my gender identity or
expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3
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4

Gender-Related Victimization
1. I have been verbally harassed or teased because of my gender identity or expression (For
example, being called “it”).
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

2. I have been threatened with being outed or blackmailed because of my gender identity or
expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

3. I have had my personal property damaged because of my gender identity or expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

4. I have been threatened with physical harm because of my gender identity or expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

5. I have been pushed, shoved, hit, or had something thrown at me because of my gender
identity or expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3

4

6. I have had sexual contact with someone against my will because of my gender identity or
expression.
Never
Yes, before age 18
Yes, after age 18
Yes, in the past year
1

2

3
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Appendix E
Transgender Congruence Scale
Gender identity is defined as the gender/genders that you experience yourself as; it is not
necessarily related to your assigned gender at birth. For the following items, please indicate the
response that best describes your experience over the past 2 weeks.
1. My outward appearance represents my gender identity.
1
Strongly Disagree

2
Somewhat Disagree

3
Neither Agree Nor Disagree

4
Somewhat Agree

5
Strongly Agree

2. I experience a sense of unity between my gender identity and my body.
1
Strongly Disagree

2
Somewhat Disagree

3
Neither Agree Nor Disagree

4
Somewhat Agree

5
Strongly Agree

3. My physical appearance adequately expresses my gender identity.
1
Strongly Disagree

2
Somewhat Disagree

3
Neither Agree Nor Disagree

4
Somewhat Agree

5
Strongly Agree

4. I am generally comfortable with how others perceive my gender identity when they look
at me.
1
Strongly Disagree

2
Somewhat Disagree

3
Neither Agree Nor Disagree

4
Somewhat Agree

5
Strongly Agree

4
Somewhat Agree

5
Strongly Agree

5. My physical body represents my gender identity.
1
Strongly Disagree

2
Somewhat Disagree

3
Neither Agree Nor Disagree

6. The way my body currently looks does NOT represent my gender identity.
1
Strongly Disagree

2
Somewhat Disagree

3
Neither Agree Nor Disagree

4
Somewhat Agree

5
Strongly Agree

7. I am happy with the way my appearance expresses my gender identity.
1
Strongly Disagree

2
Somewhat Disagree

3
Neither Agree Nor Disagree

4
Somewhat Agree

5
Strongly Agree

8. I do NOT feel that my appearance reflects my gender identity.
1
Strongly Disagree

2
Somewhat Disagree

3
Neither Agree Nor Disagree

4
Somewhat Agree

5
Strongly Agree

9. I feel that my mind and body are consistent with one another.
1
Strongly Disagree

2
Somewhat Disagree

3
Neither Agree Nor Disagree

4
Somewhat Agree

5
Strongly Agree

4
Somewhat Agree

5
Strongly Agree

10. I am NOT proud of my gender identity.
1
Strongly Disagree

2
Somewhat Disagree

3
Neither Agree Nor Disagree
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11. I am happy that I have the gender identity that I do.
1
Strongly Disagree

2
Somewhat Disagree

3
Neither Agree Nor Disagree

4
Somewhat Agree

5
Strongly Agree

12. I have accepted my gender identity.
1
Strongly Disagree

2
Somewhat Disagree

3
Neither Agree Nor Disagree

4
Somewhat Agree

5
Strongly Agree

Scoring:
● Reverse score items 6, 8, and 10 (where 1 = 5, 2 = 4, 3 = 3, 4 = 2, 5 = 1).
● To arrive at the total scale score average the responses of the 12 items.
● For the Appearance Congruence subscale, average responses to items 1, 2, 3, 4, 5,
6, 7, 8, and 9.
● For the Gender Identity Acceptance subscale, average responses to items 10, 11,
and 12.
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Appendix F
World Health Organization Quality of Life – Brief Version
The assessment asks how you feel about your quality of life, health, or other areas of your life.
Please answer all the questions. If you are unsure about which response to give to a question,
please choose the one that appears most appropriate. This can often be your first response.
Please keep in mind your standards, hopes, pleasures, and concerns. We ask that you think about
your life in the last two weeks. For example, thinking about the last two weeks, a question
might ask:
Do you get the kind of support from others that you need?
Not at all
1

Not much
2

Moderately
3

A great deal
4

Completely
5

You should select the number that best fits how much support you got from others over the last
two weeks. So you would circle the number 4 if you got a great deal of support from others as
follows. You would circle number 1 if you did not get any of the support that you needed from
others in the last two weeks.
Please read each question, assess your feelings, and select the number on the scale for each
question that gives the best answer for you.
1. How would you rate your quality of life?
Very poor
1

Poor
2

Neither poor nor
good
3

Good
4

Very good
5

Satisfied
4

Very satisfied
5

2. How satisfied are you with your health?
Very dissatisfied
1

Dissatisfied
2

Neither satisfied
nor dissatisfied
3

The following questions ask about how much you have experienced certain things in the last two
weeks
3. To what extend do you feel that physical pain prevents you from doing what you need to do?
Not at all

A little

A moderate

Very much

An extreme

1

2

amount

4

amount
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3

5

4. How much do you need any medical treatment to function in your daily life?
Not at all
1

A little
2

A moderate
amount
3

Very much
4

An extreme
amount
5

5. How much do you enjoy life?
Not at all

A little

A moderate

Very much

An extreme

1

2

amount

4

amount

3

5

6. To what extend do you feel your life to be meaningful?
Not at all
1

A little
2

A moderate
amount
3

Very much
4

An extreme
amount
5

7. How well are you able to concentrate?
Not at all

A little

A moderate amount

Very much

Extremely

1

2

3

4

5

8. How safe do you feel in your daily life?
Not at all
1

A little
2

A moderate
amount
3

Very much
4

Extremely
5

Very much

Extremely

4

5

9. How healthy is your physical environment?
Not at all

A little

1

2

A moderate
amount
3
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The following questions ask about how completely you experience or were able to do certain
things in the last two weeks.
10. Do you have enough energy for everyday life?
Not at all
1

A little
2

Moderately
3

Mostly
4

Completely
5

A great deal
4

Completely
5

11. Are you able to accept your bodily appearance?
Not at all
1

Not much
2

Moderately
3

12. Have you enough money to meet your needs?
Not at all

Not much

Moderately

A great deal

Completely

1

2

3

4

5

13. How available to you is the information that you need in your day-to-day life?
Not at all

Not much

Moderately

A great deal

Completely

1

2

3

4

5

14. To what extent do you have the opportunity for leisure activities?
Not at all
1

Not much
2

Moderately
3

A great deal
4

Completely
5

Moderately
3

A great deal
4

Completely
5

15. How well are you able to get around?
Not at all
1

Not much
2

The following questions ask you to say how good or satisfied you have felt about various
aspects of your life over the last two weeks.
16. How satisfied are you with your sleep?
Very dissatisfied
1

Dissatisfied
2

Neither satisfied
nor dissatisfied
3

Satisfied
4

Very satisfied
5

17. How satisfied are you with your ability to perform your daily living activities?
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Very dissatisfied
1

Dissatisfied
2

Neither satisfied
nor dissatisfied
3

Satisfied
4

Very satisfied
5

Neither satisfied
nor dissatisfied
3

Satisfied
4

Very satisfied
5

Neither satisfied
nor dissatisfied
3

Satisfied
4

Very satisfied
5

Satisfied
4

Very satisfied
5

Satisfied
4

Very satisfied
5

18. How satisfied are you with your capacity for work?
Very dissatisfied
1

Dissatisfied
2

19. How satisfied are you with yourself?
Very dissatisfied
1

Dissatisfied
2

20. How satisfied are you with your personal relationships?
Very dissatisfied
1

Dissatisfied
2

Neither satisfied
nor dissatisfied
3

21. How satisfied are you with your sex life?
Very dissatisfied
1

Dissatisfied
2

Neither satisfied
nor dissatisfied
3

22. How satisfied are you with the support you get from your friends?
Very dissatisfied
1

Dissatisfied
2

Neither satisfied
nor dissatisfied
3

Satisfied
4

Very satisfied
5

23. How satisfied are you with the conditions of your living place?
Very dissatisfied
1

Dissatisfied
2

Neither satisfied
nor dissatisfied
3

Satisfied
4

Very satisfied
5

Satisfied
4

Very satisfied
5

24. How satisfied are you with your access to health services?
Very dissatisfied
1

Dissatisfied
2

Neither satisfied
nor dissatisfied
3

284

25. How satisfied are you with your transport?
Very dissatisfied
1

Dissatisfied
2

Neither satisfied
nor dissatisfied
3

Satisfied
4

Very satisfied
5

The following question refers to how often you have felt or experienced certain things in the last
two weeks.
26. How often do you have negative feelings such as blue mood, despair, anxiety, depression?
Never
1

Seldom
2

Quite often
3
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Very often
4

Always
5

Appendix G
Depression, Anxiety, and Stress Scale

Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much the statement
applied to you over the past week. There are no right or wrong answers. Do not spend too much
time on any statement.
The rating scale is as follows:

1
2
3
4

Did not apply to me at all
Applied to me to some degree, or some of the time
Applied to me to a considerable degree or a good part of time
Applied to me very much or most of the time
I found it hard to wind down
1 (s)

0

1

2

3

2 (a)

I was aware of dryness of my mouth

0

1

2

3

3 (d)

I couldn’t seem to experience any positive feeling at all

0

1

2

3

0

1

2

3

4 (a)

I experienced breathing difficulty (e.g. excessively rapid
breathing,
breathlessness in the absence of physical exertion)

5 (d)

I found it difficult to work up the initiative to do things

0

1

2

3

6 (s)

I tended to over-react to situations

0

1

2

3

7 (a)

I experienced trembling (e.g. in the hands)

0

1

2

3

8 (s)

I felt that I was using a lot of nervous energy

0

1

2

3

I was worried about situations in which I might panic and make a fool
0
of myself

1

2

9 (a)

3

10 (d)

I felt that I had nothing to look forward to

0

1

2

3

11 (s)

I found myself getting agitated

0

1

2

3

12 (s)

I found it difficult to relax

0

1

2

3

13 (d)

I felt down-hearted and blue

0

1

2

3

I was intolerant of anything that kept me from getting on with what I
0
was doing

1

2

14 (s)

3

15 (a)

I felt I was close to panic

0

1

2

3

16 (d)

I was unable to become enthusiastic about anything

0

1

2

3

17 (d)

I felt I wasn’t worth much as a person

0

1

2

3
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18 (s)

I felt that I was rather touchy

0

1

2

3

19 (a)

I was aware of the action of my heart in the absence
of physical exertion (e.g. sense of heart rate
increase, heart missing a beat)

0

1

2

3

20 (a)

I felt scared without any good reason

0

1

2

3

21 (d)

I felt that life was meaningless

0

1

2

3
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Appendix H
Berlin Social Support Scales
Perceived Emotional Support
Please think of persons who are close to you
1. There are some people who truly like me.
Strongly
disagree

Somewhat
disagree

1

2

Somewhat agree

Strongly agree

3

4

2. Whenever I am not feeling well, other people show me that they are fond of me.
Strongly
disagree

Somewhat
disagree

1

2

Somewhat agree

Strongly agree

3

4

3. Whenever I am sad, there are people who cheer me up.
Strongly
disagree

Somewhat
disagree

1

2

Somewhat agree

Strongly agree

3

4

4. There is always someone there for me when I need comforting.
Strongly
disagree

Somewhat
disagree

1

2

Somewhat agree

Strongly agree

3

4

Perceived Instrumental Support
1. I know some people upon whom I can always rely.
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Strongly
disagree

Somewhat
disagree

1

2

Somewhat agree

Strongly agree

3

4

2. When I am worried, there is someone who helps me.
Strongly
disagree

Somewhat
disagree

1

2

Somewhat agree

Strongly agree

3

4

3. There are people who offer me help when I need it.
Strongly
disagree

Somewhat
disagree

1

2

Somewhat agree

Strongly agree

3

4

4. When everything becomes too much for me to handle, others are there to help me.
Strongly
disagree

Somewhat
disagree

1

2

Somewhat agree

Strongly agree

3

4
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Appendix I
Anonymous Survey Consent Form
Western Michigan University
Counseling Psychology Department
Principal Investigator:
Student Investigator:

Mary Z. Anderson
Michael Eric Evitts

You are invited to participate in this research project titled "Transgender/Gender-nonconforming
Social support and Health study"
STUDY SUMMARY: This consent form is part of an informed consent process for a research
study and it will provide information that will help you decide whether you want to take part in
this study. Participation in this study is completely voluntary. You may choose to not answer
any question. The purpose of the research is to: understand experiences that promote the health
and well-being of transgender individuals. We will ask about your feelings about your gender
identity, how you felt others have treated you because of your gender identity, and your level of
support from people in your life. This study also asks about your overall perception of your
health and psychological well-being. This study will also serve as Michael Evitts’ dissertation for
the requirements of the Counseling Psychology doctoral program. If you take part in the
research, you will be asked to complete an online survey that asks you about feelings about your
current gender identity, situations in which you may have felt victimized, discriminated,
unaffirmed or rejected because of your gender identity, the level of support you feel you receive
from people in your life, your perceived quality of life, and psychological well-being. Your
replies will be completely anonymous, so do not put your name anywhere on the survey. Your
time in the study will take approximately 20-30 minutes. Possible risk and costs to you for taking
part in the study may be from questions asking you to reflect on events in which you have
experienced psychological distress such as depression, anxiety, or stress. Other questions may
ask you to reflect on times where you have experienced discrimination, rejection, or harassment
in regards to your identity. Answering such questions may result in feelings of anger, sadness,
and/or stress and you may decide to discontinue the questionnaire. You will not be penalized for
discontinuing the survey. Potential benefits of taking part may be the opportunity to enter a
drawing to receive one of two $250 Amazon eGift cards. At the end of the survey you will be
provided a separate link where you can type in your email address to be entered into the drawing.
Aside from the gift card, there will be no direct benefit to you from participating in this study.
The results of this study may have a benefit on the field of psychology by providing more
information about perceived quality of life and psychological well-being for transgender/gendernoncomforming individuals. Your collected e-mail address will be stored in a password
protected website and WILL NOT be kept in the same database as your survey responses. Your
alternative to taking part in the research study is not to take part in it.
The de-identified (anonymous) information collected for this research may be used by or
distributed to investigators for other research without obtaining informed consent from you.
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Should you have any questions prior to or during the study, you can contact Mary Z. Anderson at
mary.z.anderson@wmich.edu or Michael Evitts at michael.e.evitts@wmich.edu. You may also
contact the Chair, Institutional Review Board at 269-387-8293 or the Vice President for
Research at 269-387-8298.
This consent has been approved by the Western Michigan University Human Subjects
Institutional Review Board (HSIRB) on “(study approval date).
Participating in this survey online indicates your consent for use of the answers you supply.

Add buttons to click:
I agree to participate in this research study
I do not agree to participate in this research study
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(Survey following upon clicking)
(Browser closes)

Appendix J
Introductory E-mail
My name is Michael Evitts. I am currently a doctoral candidate in the Counseling Psychology
Program at Western Michigan University. I am recruiting participants for a research study for my
dissertation under the supervision of Mary Z. Anderson, PhD. This study is interested in
understanding the quality of life for transgender populations living in the United States.
Specifically, I am interested in how transgender people feel others have treated them because of
their gender identity, and their perceived level of support from people in their lives and how that
affects their psychological well-being and quality of life. I am interested in this research topic
because I want to further understand experiences that promote the health and well-being of
transgender individuals. It is my hope that the findings of this study can be utilized by educators,
advocates, and clinicians to promote better healthcare practices for professionals who serve
transgender clients.

* How are trans scholars/researchers included in this research work?
Although no trans scholars or researchers are involved in the collection, analysis, and writing of
this study, I have consulted with several transgender members of the community to review the
questionnaires in my study for feedback on language that might be harmful or insensitive to
transgender participants. As a doctoral student in counseling psychology, I have received training
in clinical issues and gender identity from doctoral courses on LGBTQ+ issues in counseling and
development and workshops at Affirmations, an LGBTQ+ outreach center in Ferndale,
Michigan. I have also provided individual therapy to transgender college students. I have also
conducted research on prejudice and discrimination in the workplace for LGBT law enforcement
and public safety workers at Eastern Michigan University.
* Who is funding the study? Describe any conflicts of interest.
This study is not funded from any outside source. This study is supervised by Western Michigan
University and the Counseling Psychology doctoral program as part of fulfilling my
requirements to conduct a dissertation to complete my doctoral program. It is reviewed through
Western Michigan’s Human Subjects Institutional Review Board (HSIRB). You may contact the
chair, Human Subjects Institutional Review Board (269-387-8293) or the Vice President for
Research (269-387-8298) for any questions.
* ... Describe geographic scope, languages, and intersectional inclusion.
In addition to understanding social support, quality of life, well-being, and affirmation of
transgender populations, I am interested in understanding other forms of support transgender
people may reach out to. This includes members of one’s racial community, online communities,
and spiritual communities. I’m also interested in experiences of stigma and discrimination
participants may have experienced. To better understand identity, you will be given two different
ways to indicate your gender identity, racial identity, and sexual orientation. The first method
will allow you to answer in your own words how you identify. The second method will give
participants a list of options and they will be asked to select the options that best represent their
identity. In regards to geographic scope, this study is designed in an online survey format so that
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it can be taken by transgender individuals living in the United States. This study is limited to
transgender populations in the U.S. due to U.S. specific sociopolitical factors, such as high
unemployment rates, low socioeconomic status, and high rates of prejudice and discrimination
having a negative impact on their quality of life.
* Will the results of this research be published in open access journals or channels?
Yes, the dissertation will be available for public access through Western Michigan University.
People can search for the title in Western Michigan University’s library for access to the
dissertation.
Any additional questions can be sent to myself at michael.e.evitts@wmich.edu and/or Dr.
Anderson at mary.anderson@wmich.edu
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Appendix K
Recruitment Flyer

Transgender/Gender-nonconforming
Social support and Health Study
Do you identify as transgender/gender
nonconforming?
Are you at least 14 years old?

Please consider participating in our online study! Our goal is to
understand experiences that promote the health and well-being of
transgender individuals.
•

Survey questions are answered anonymously

•

Survey will take up to 20-30 minutes to complete

•

Follow this link to participate: [Qualtrics survey link]

•

Once participants reach the end of the study, they will be given
the opportunity to win one of two $250 Amazon gift cards for
their time

For questions, please contact:
Michael Evitts michael.e.evitts@wmich.edu or
Mary Z. Anderson mary.anderson@wmich.edu
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Appendix L
Survey for Gift Card Drawing
If you are seeing this page, you have participated in the Transgender/Gender-nonconforming
Social support and Health study. In order to receive your Amazon Gift card, please leave your email address in the field below.
After participants submit their e-mail address they will see the following message:
“We thank you for your time spent taking this survey. Your response has been recorded.”
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Appendix M
HSIRB Approval Letter
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